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Depression is a common mental illness characterized by low mood, loss of interest and 
enjoyment, and reduced energy leading to diminished activity.  An estimated 322 million 
people worldwide or 4.4% of the world’s population experience depression at any given time.  
The figures for Ireland suggest that 212,555 people in Ireland are currently experiencing 
depression.  Driving is important for many individuals with depression as it contributes to 
health and quality of life by maintaining independence, fostering a sense of self, facilitating 
social participation and access to health/medical services and the community and as such can 
be classified as an occupation enabler.  However, the evidence would suggest the individuals 
with a psychiatric diagnosis have an almost double risk of being involved in a motor vehicle 
accident.  This could be attributed to the impact of the depression itself with deficits in 
cognition and psychomotor retardation commonly reported or the side-effects of psychotropic 
medication.  Currently, in Ireland there is no national consensus on the process of 
determining fitness to drive (FtD) for individuals with depression reflecting what is occurring 
internationally because of limited scientific evidence about what constitutes an adequate FtD 
assessment with this population  As Consultant psychiatrists, General practitioners and 
occupational therapists in Ireland are the most likely health care professionals to be involved 
in FtD decision making with individuals with depression, this thesis has two components 
which aim to explore:   
o What are the current attitudes of health professionals in Ireland to driving and 
depression?  
o Are Irish health professionals aware of and adhering to the Sláinte agus 
Tiomáint guidelines in the assessment of fitness to drive of individuals with 
depression? 
o What are the current practices of health professionals (Consultant 
Psychiatrists, General Practitioners, and Occupational Therapists) in Ireland in 
the assessment of fitness to drive of individuals with depression? 
o What is the confidence and competence of health professionals in Ireland in 
the assessment of fitness to drive with individuals with depression?  
The aims achieved through three research articles are presented in this thesis. The first article 




Tiomáint FtD guidelines in Ireland. The article discusses the relevance of the guidelines to 
occupational therapy; particularly therapists working in mental health and primary care 
settings where the issue is often overlooked.  Finally, the paper explores how occupational 
therapists can include the assessment of fitness to drive within their clinical practice as it is 
internationally recognized as within the scope of occupational therapy.    
The second article is an empirical study of the attitudes, knowledge, and practices of three 
professional groups.  The article presents a quantitative survey of health professionals 
(n=228) (Consultant Psychiatrists, General Practitioners, and Occupational Therapists) in 
Ireland exploring their current knowledge, attitudes and practices related to the assessment of 
FtD and depression and the Sláinte agus Tiomáint FtD guidelines in Ireland.  The article also 
contains insights from health professions via qualitative comments. 
The third article presents findings from a survey of occupational therapists (n=98) where 
open-ended questions were used to explore their knowledge, attitudes, and practices to the 
assessment of FtD and depression.  The data collected from the study in the second article 
was reanalysed to focus on the roles and practices of occupational therapists working in 
Primary Care and Mental Health in Ireland. 
 
Summary of main results from Article 2 and Article 3: 
• Assessment of FtD was deemed important by the majority (75%) of respondents. 
• Routine discussion of driving with clients with depression was only reported by a 
minority of respondents (39.5%).   
• The majority of respondents relied on an informal discussion or assessment 
• Clinical reasoning was vital in making FtD decisions 
•  Important factors that influence their FtD decision making include: impaired 
cognition, decreased concentration, medication side-effects, suicidal ideation/intent 
and decreased reaction time.  
• Varying levels of confidence and competence were self-reported by all professions, 
with the occupational therapy respondents tending to have the lowest levels of self-




• All respondents across the three professions reported the need for additional training 
in the area of assessment of FtD.   
Key recommendations from this research include:   
• There is a need for specific training and skill development in the assessment of FtD 
with individuals with depression for health professionals.  Future research should 
focus on the requirements needed by each health profession to address driving with 
individuals with depression. 
• Occupational therapists need to include driving into their clinical practice rather than 
overlooking it or referring to other disciplines or professions. 
• Qualitative research with service users is needed to understand better the lived 
experience of driving with depression and to inform how the issue is addressed with 
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Chapter 1:  Introduction  
1.1 Depression  
 
Depression is a common mental illness characterized by low mood, loss of interest and 
enjoyment, and reduced energy leading to diminished activity (World Health Organization 
(WHO) 2017b). Depression is unlike usual mood fluctuations and short-lived emotional 
responses to encounters in everyday life. Principally when long-lasting and with moderate or 
severe intensity, depression may become a serious health condition (WHO 2018). Depression 
is often accompanied by anxiety symptoms, disturbed sleep, and appetite, feelings of guilt, or 
low self-worth and poor concentration (WHO 2017a).  Depression can cause the affected 
person to suffer and function poorly at work, at school, and within the family. At its worst, 
depression can lead to suicide (WHO 2018).  Close to 800 000 people die due to suicide 
every year, and it is the second leading cause of death in 15-29-year-olds worldwide (WHO 
2018), with 392 suicides recorded in Ireland for 2017 (Central Statistics Office (CSO) 2018).  
An estimated 264 million people of all ages worldwide (WHO 2019) or 4.4% of the world’s 
population (Friedrich 2017) experience depression at any given time.  The WHO (2017) 
suggests that 212,555 people in Ireland are currently experiencing depression.  The Irish 
Health Survey (CSO 2015) revealed that 8% of people over 15 years of age reported they 
experienced symptoms of at least moderate depression in the previous two weeks. The rate 
was highest in 15-24-year-olds, with one in ten visiting a psychiatrist, psychologist, or 
psychotherapist within the last 12 months (CSO 2015).  The Social Portrait of People with 
Disabilities in Ireland study found that 61% of adults with an emotional, psychological and 
mental health disability were most likely to describe themselves as ‘unable to work due to 
disability or illness’ (Watson and Nolan 2011).  A prevalence study of depressive disorders in 
Europe found that urban United Kingdom (17.1%) followed by urban Ireland (12.3%) had the 
highest percentage of reported depressive disorders in Europe (Ayuso-Mateos et al. 2001).  
Depression is a leading cause of ill health and disability worldwide and is a leading 
contributor to the overall global burden of disease (WHO 2019). Globally, the population 
attributable risk (PAR) due to mental disorders is 14.3%, which indicates that annually 8 




Internationally, depression is the most significant contributor to non-fatal health loss (7.5% of 
all YLD) (WHO 2017a).  
The EU agency European Foundation for the Improvement of Living and Working 
Conditions (Eurofound) Quality of Health and Care in the EU report found Irish women aged 
15 to 24 have the highest rate of depression in Europe. The rate of chronic depression in 
Ireland (12%) is three times the amount for the EU overall (4%). The study found in the 
majority of EU countries; young women are more likely to suffer from depression than young 
men. That finding is consistent with the WHO (2019) report that more women than men 
suffer from depression.  A suggestion according to the Eurofound report is that women are 
subject to cyberbullying more than men and that Ireland has one of the EU highest rates in 
cyberbullying (Dubois et al. 2019) 
Depression is a diverse disorder, with a vast difference in symptoms, behaviour, severity, 
onset, and course (Kessing and Bukh 2017). Depression is unlike usual mood fluctuations 
and short-lived emotional responses to challenges in everyday life.  When depression is 
ongoing, and with moderate or severe intensity, it may become a serious health condition 
(WHO 2019).  Clinically, subtypes of depression can be qualitatively different and of some 
relevance in predicting prognosis and treatment outcome. Different subtypes of depression 
are classified according to polarity (unipolar vs bipolar), symptoms (melancholic, atypical, 
psychotic, or anxious), onset (specific events, seasons, or age), recurrence and severity. These 
diagnostic specifiers and subgroups may influence treatment decisions (Kessing and Bukh 
2017). For example, the treatment of someone with bipolar polarity with an antidepressant, 
especially without a mood stabiliser, is contraindicated as it may destabilise them into a 
manic state (Cascade et al. 2007).  For this research, the focus will be on unipolar depression. 
According to the ICD 11 criteria for the diagnosis of depression an individual must have five 
of the ten symptoms for at least two weeks:  almost daily depressed mood, diminished 
interest in activities, hopelessness, decreased energy, reduced concentration, and attention, 
decreased self-esteem and self-confidence, ideas of guilt and unworthiness, bleak and 
pessimistic view of the future, thoughts or acts of self-harm/suicide, disturbed sleep and 
diminished appetite (WHO 2018).  Subject to the number and severity of symptoms, a 
depressive episode can be classified as mild, moderate, or severe (WHO 2019).  A significant 
difference is also made between depression in people who have or do not have a history of 




bipolar depression.  The Diagnostic and Statistical Manual of Mental Disorders (DSM)- 5 
(APA 2013), however, has similar criteria for the diagnosis of depression but they stipulate 
specifiers for depression with mixed features which allow for the diagnosis of depression 
with manic features which do not meet the standard for a manic episode.  Both unipolar and 
bipolar types of depression can be chronic with relapses, especially if untreated.  A 2017 
systematic review reported that major depressive disorder (unipolar depression) had more of 
an effect on the skills needed for safe driving than bipolar disorder (bipolar depression) 
(Unsworth et al. 2017).  
1.2 Mental Health Services in Ireland 
The majority of mental health services in Ireland are publically funded and provided in the 
community (Vision for Change 2006). Primary care refers to health care delivered in local 
communities by GPs, public health nurses, and other health care professionals such as 
occupational therapists in non-specialist settings.  For many people who experience a mental 
health difficulty, the first person they would contact for professional support would be their 
General Practitioner (GP).  There are more than 3000 GP’s in Ireland and 425 Primary Care 
Teams providing care and treatment in local communities (McDaid 2013). The primary care 
system addresses 90% of the mental ill-health in Ireland (McDaid 2013). There are 65 
approved Psychiatric inpatient facilities in Ireland (Daly and Craig 2017).  In 2017 there were 
16,243 inpatient psychiatric admissions in Ireland, with 25% of those admissions being for 
depressive disorders (Daly and Craig 2017).  GP’s in Ireland manage approximately 30% of 
severe and enduring mental illness, with the most common being depression, anxiety, and 
substance abuse (McDaid 2013). The Mental Health Reform briefing paper suggests that the 
use of both specialist and primary care mental health services in Ireland occurs when an 
individual can get the help they need at the lowest level of support appropriate for them 
(McDaid 2013).  The lowest level means accessing support through the GP and primary care 
services in the first instance with the option of access to specialist mental health services 
when and for as long as necessary.    
A Vision for Change (2006) set out the framework for how the mental health services in 
Ireland should be managed. GP’s are considered the gatekeepers to the mental health 
services.  It is their role to firstly diagnose and treat the individual in the primary care setting 




The central structure of the specialist mental health services in the community mental health 
team (CMHT), which should serve everyone aged 18-64 in a population of approximately 
50000.  It is recommended that two to three occupational therapists be employed as part of 
each CMHT (Vision for Change 2006). The recovery model is the ethos of care in Irish 
mental health services.  The recovery model is a social movement that has had an impact on 
the mental health policy in Ireland and internationally.  While the recovery model does not 
infer a cure, it does propose that an individual can live a productive and meaningful life 
despite on-going mental health difficulties (Vision for Change 2006).  The recovery model 
does not suggest a linear progression to recovery but one that that may happen in ‘fits and 
starts’ and similar to life be full of ups and downs (Jacob 2015, p. 117).  The recovery model 
aims to encourage individuals with a mental illness to move forward and set new goals. It 
supports the view that they should get on with their lives, do things, and develop 
relationships that give their lives meaning (Jacob 2015). The recovery model, with its holistic 
approach and focus on the person and not on the symptoms (Jacob 2015), aligns well, with 
occupational therapy philosophy. Additionally, the recovery model also acknowledges that 
taking part in social, educational, training, volunteering and employment opportunities can 
support the process of individual recovery (Jacob 2015) which is akin to the occupational 
therapy ethos. 
 
1.3 Depression and Driving 
 
Driving is essential for many individuals with depression as it contributes to health and 
quality of life by maintaining independence and facilitating social connectedness, fostering a 
sense of self, and access to medical services (AOTA 2016) and as such, can be classified as 
an occupation enabler (Stav 2014). Driving is a highly complex IADL that requires an intact 
subset of underlying component skills and smooth coordination and execution of these skills 
(Dun et al. 2015). Drivers also need to have adequate motor strength, coordination, and 
speed. More importantly, cognitive skills, including concentration, attention, sufficient visual 
perceptual skills, insight, and memory, must also be present for safe driving (Pavlou et al. 
2016). Since depression is among the most common psychiatric disorders affecting the 




implications in several areas including, quality of life considerations for those with the 
disorder and traffic safety (Wickens et al. 2014).  
1.3.1 Impact of depression on driving 
Individuals with a mental illness, especially in the acute untreated phase, are likely to have 
diminished cognitive abilities, inability to concentrate, and decreased reaction time (Wickens 
et al. 2014).  Individuals with depression frequently express concern about their lack of 
concentration, which can severely affect their everyday life, such as an inability to handle 
several ongoing activities or to ignore distractions leading to a failure to focus and 
forgetfulness, which can impact driving (Ravnkilde et al. 2002).  These are all functions that 
are necessary to operate a motor vehicle safely. 
The American Psychiatric Association (APA) (2016) suggests that the diagnosis of a 
psychiatric illness such as depression is not adequately predictive of crash risk.  The APA 
explains that persons suffering from mental disorders may experience symptoms that 
interfere with their ability to safely operate a motor vehicle (American Psychiatric 
Association 2016).  Kumar and Pickering (2001) suggest the impact of the diagnosis on the 
behaviour and cognitive functioning in an individual with a psychiatric illness is more 
important than the diagnosis.  They further indicate that individuals with a psychiatric illness 
need to possess good judgement and have the skills to anticipate the actions of other road 
users along with possessing problem-solving and hazard perception skills (Kumar and 
Pickering 2001).   
Epidemiological studies focusing on individuals with emotional distress or depression have 
found that those individuals engage in more risky and aggressive roadway behaviour and 
face a higher risk of a collision (Wickens et al. 2014; Butters et al. 2006; Yu et al. 2004).  
There have only been a few experimental studies using on-road or driving simulators that 
have focused on the impact of depression.  Those studies have found that individuals with 
depression have difficulty with:  reaction time, divided attention, reaction to changing speeds 
when following another vehicle, and weaving within the lane (Brunnauer et al. 2006; 
Bulmash et al. 2006; Wingen et al. 2006).  Additionally, Bulmash et al. (2006) found that 
individuals with major depressive disorder reported higher levels of sleepiness when driving 
regardless of medication use.  Therefore, it is important to understand the impact of 
depression on driving ability as a study by Brunnauer et al. (2006) revealed that 80% of 




regularly used their cars.  A more recent study conducted in an independent psychiatric 
hospital in Ireland found that 76% of in-patients had a valid driving license (O’Grady 2014).   
The limited research would indicate that a large proportion of individuals with depression 
continue to drive after diagnosis.  Therefore, it is an essential role for healthcare providers to 
advise on fitness to drive (FtD) to ensure the continued safety of the driver with depression 
and other road users.  In recent decades there has been a shift towards the use of the term 
‘medically at-risk driver’. This move, in part, has helped to avoid stigmatisation of a large 
proportion of older drivers and encourages researchers and clinicians to focus on evidence-
based procedures in line with medical impairments followed by licencing decisions 
congruent with driving competency (Dobbs and Carr 2005).  This thesis focuses specifically 
on people with depression; however, the author acknowledges that many of the challenges 
drivers with depression face can mirror those faced by drivers with other medical conditions.   
1.3.2 Medication and driving 
Psychotropic medication and driving literature suggest that the use of psychotropic drugs 
such as benzodiazepines and anti-depressants can impair cognitive and motor abilities that are 
essential for safe driving (Chang et al. 2013, Dassanayake et al. 2011; Wingen et al. 2006;).  
Chang et al. (2013) found that existing antidepressant usage with either Selective Serotonin 
Reuptake Inhibitor (SSRI) or Tricyclic Antidepressants (TCA) was significantly associated 
with an increased risk of an automobile accident with an adjusted odds ratio of 1.73 for 
medication length of within one month.  However, Chang et al. (2013) only referred to the 
dispensing of medication and did not include compliance with medication in their study.  
Conversely, a systematic review of second-generation antidepressants found that 
antidepressants co-administered with other psychotropic medication, prescribed based on 
clinical symptoms, did not appear to impede fitness to drive (Brunnauer and Laux 2013).  A 
more recent systematic review of seven studies found associations between depression and 
increased crash rates (Hill et al. 2017). Though estimates are impeded by the discrepancy in 
study population and design, depression, in general, was found to have double the crash risk 
(Hill et al. 2017).   
Medications used to treat depression were found to have possible side effects which may 
negatively impact cognitive and physical processing, particularly at the initiation of treatment 
or when the dosage is increased, all of, which may affect safe driving (Hill et al. 2017).  




examining antidepressant treatment and FtD, a prediction of driving behaviour cannot be 
made.  However, the Driving Under the Influence of Alcohol, Drugs, and Medicines (DRUID 
2012), a European Union (EU) project involving 20 member counties, found 
benzodiazepines, particularly long half-life acting drugs and those used at the beginning of 
treatment, posed the highest crash risk.  Importantly, it has been suggested that medical 
treatment which includes medication, of individuals with a mental health disorder including 
depression has a positive effect on driving performance (De las Cuevas et al. 2010) as 
medication can help restore emotional balance and assist the individual in getting on with 
everyday life (Institute for Quality and Efficiency in Health Care (IQWiG) 2017).  
Overall the existing literature suggests that driver safety may be at risk when a diagnosis of 
depression is present.  Internationally, concern has been raised about the capacity among 
individuals with depression to drive safely as they may have impaired driving ability because 
of the pathology of the illness with deficits in cognition and psychomotor retardation 
commonly exhibited (Brunnauer and Laux 2013; Vaa 2003), increased sleepiness (Bulmash 
et al. 2006) or the known side effects of psychotropic medication (Brunnauer and Laux, 
2013; Menard et al. 2012). While symptoms associated with depression may impact on 
driving ability, the limited research is not conclusive on the relationship between depression 
and the likelihood of driving accidents and driver error.  However, in many countries, 
including Ireland, with the absence of convincing evidence related to FtD and depression, the 
medical fitness to drive (FtD) guidelines tend to adopt a cautious approach.  
1.4 Medical Fitness to Drive (FtD) Guidelines 
 
FtD is a medico-legal concept, implying that the license holder fulfils the essential physical 
and mental requirements for safe driving (Larsson et al. 2007).  The April 2019 revised 
edition of the Sláinte agus Tiomáint medical FtD guidelines (p.70) states  
 
‘individuals with more severe depression should cease driving pending the outcome 
of a medical investigation, and a period of stability depending on the circumstances is 
required prior to returning to drive.  Particularly dangerous are those who may attempt 
suicide at the wheel. Medication must not cause side-effects that interfere with 





However, the guidelines do state that driving is usually permitted in those with long-standing 
depression as long as it is controlled by psychotropic medication, which does not impede 
functioning.  The guidelines also state that the illness is of prime importance, not the 
medication (Road Safety Authority 2019, p. 70).  
 
The Sláinte agus Tiomáint guidelines place the responsibility to inform the National Driver 
License Service (NDLS) of any illness or disability which may impact on an individual’s FtD 
on the driver (RSA 2019; Gallagher et al. 2015).  The guidelines retain the role of the GP as 
the frontline for FtD but do suggest that specialist opinion should be sought in cases where 
doubt exists or if the patient’s medical condition is not explicitly covered in the guidelines 
(RSA 2019; Errasoul and Daly 2013).  The Medical Council of Ireland advises physicians 
that although a driver is legally responsible for informing the NDLS of any condition that 
may affect driving ability, the physician must explain this to the patient (as cited in Gallagher 
et al. 2015).  The medical FtD guidelines aim to increase road safety with evidence-based 
patient assessment and to disseminate understanding of the obligations of health professionals 
and license holders as well as circulate information (Road Safety Authority 2019; Beran 
2013).  However, two recent studies reviewing FtD guidelines have determined that many 
guidelines are not based on an acceptable level of evidence and acknowledge that there is 
limited evidence on the management of driving risk on the multitude of medical conditions 
that are addressed within in FtD guidelines (Salmi et al. 2015; Rapoport et al. 2015)  
 
1.5 Driving Models 
 
Driving can be analysed from a variety of perspectives (Macdonald et al. 2006).  The WHO 
International Classification of Functioning (ICF) (WHO 2002) provides a useful means of 
describing and categorising functional impairments.  However, because driving a vehicle is a 
highly complex activity with the associated risk of injury or death, decisions regarding FtD 
must be based on a theory-based model, that has been evaluated to support critical thinking, 
and decision making (Macdonald et al. 2006).  The Model of Driving Behaviour, a widely 
used hierarchical driving model, describes driving performance and behaviour in terms of 
three levels:  operational, tactical, and strategic (Michon 1985).  A critical factor in this 
model is that it is based on clients returning to drive and using a previously learned skill with 




intervention framework as they do not have the past skills, learned behaviours, automatic 
action, and knowledge to evaluate and use in the intervention process (Dickerson and Bedard 
2014). 
The strategic level of the Model of Driving Behaviour is the highest level in the hierarchical 
model incorporating the planning stage of a motor vehicle trip with many decisions being 
made before the trip even begins (Dickerson and Bedard 2014; Eby et al. 2009; Michon 
1985).  The strategic level considers the goals and more general driving context, including 
decisions about whether to drive under particular conditions, route planning and if the person 
is competent to drive.  Strategic behaviour also includes high-level decisions about trip goals, 
mode to transit, driving route and evaluation of the costs and risks involved as well as 
broader issues such as whether to continue to drive and where to live in relation to 
destination of choice (Dickerson and Bedard 2014; Eby et al.  2009; Macdonald et al. 2006; 
Michon 1985.).   
The tactical level involves behaviour that involved in applying road rules and adjusting to the 
requirements of the immediate road such as slowing to accommodate weather conditions and 
deciding whether to pass a vehicle and traffic conditions including the performance of 
manoeuvres such as turning and overtaking (Dickerson and Bedard 2014, Eby et al. 2009).  
Drivers must adapt their behaviour to other road user’s behaviour and to the specific traffic 
situations that arise (Eby et al. 2009; Macdonald et al. 2006; Michon 1985). The tactical level 
could be affected by depression as there is a need for awareness and to respond in a timely 
and efficient manner to the continually changing traffic environment.   
The operational or vehicle control level is concerned with routine vehicle manoeuvring and 
has to do with the details of driving such as the method used to scan the road, frequency of 
steering movements, braking and variation in speed (Dickerson and Bedard 2014; Eby et al. 
2009; Michon 1985). Skills at this level need to be automated.  Otherwise, drivers would 
have difficulty managing the flow of information they need to process and decide upon while 
driving (Eby et al. 2009; Macdonald et al. 2006; Michon 1985).  Michon’s model is 
hierarchal successes and failures at higher levels affect the demands on skills at the lower 
level (Eby et al. 2009).   
The Goals for Driver Education (GDE) model (Keskinen 2007; Leapotti et al. 2001) 




model: vehicle manoeuvring, mastering traffic situations and goals and contexts of driving 
are similar to Michon’s operational, tactical and strategic levels (Keskinen 2007).  
The fourth level of the GDE, goals for life and skills for living, is concerned with the driver’s 
general motives and attitudes in life and how they affect driving.  This level is connected not 
only to the motives and personal development of the driver but also to the cultural norms of 
society (Eby et al. 2009; Keskinen 2007).  The principle underlying the fourth level is that 
factors related to what individuals are like and how they live their lives also affect 
approaches to driving and specific driving behaviours (Keshkinen 2007; Berg 2006).  Among 
these factors are personality traits such as self-control as well as lifestyle, social background, 
gender, age, and group affiliation (Eby et al. 2009; Keshkinen 2007).  The addition of this 
fourth level within the GDE model provides valuable additional understandings into the 
experiences of individual’s because it is often these more significant motives, tendencies and 
social relationships in the broader sense that affect individual’s goals and the context of 
driving (Eby et al. 2009; Berg 2006).   
More recently, Keskinen (2014) has added a fifth level to the GDE Model.  The fifth level or 
‘Social Environment’ involves culture, legislation, enforcement, subculture, social groups, 
group values, and norms (Keskinen 2014).  The social environment and pressures originating 
from it are significant forces in the lives of individuals, mainly when they are young but also 
as they grow older (Keskinen 2014).  Drivers have their social environments where family 
and friends of similar ages, as well as the accepted values in society, affect views on driving 
and, by extension, giving up driving or ceasing driving temporarily (Keskinen 2014), 
therefore those with depression may not consider stopping driving while unwell.   
1.6 Health Professionals and Medical FtD 
International studies have established that medical professionals often have limited 
knowledge of FtD guidelines/regulations (Hawley and Galbraith 2010; Wise and Watson 
2001).  A 2007 survey of 460 Canadian Family Physicians found 23.5% were not aware of 
the Canadian Medical Association handbook ‘Determining Medical Fitness to Drive:  A 
Guide for Physicians’, however, 31.2% who were aware of the handbook reported not using 
it (Jang et al. 2007). A survey of Psychiatrists in the UK found that 40% could correctly 
identify the DVLA guideline for acute manic-depressive psychosis, while only 26% could 




Psychiatrists in Canada found that 22% stated they did not know if reporting unsafe drivers 
was mandatory in their provinces (Menard et al. 2006).  A small (n=11) Irish study (Langan 
2009) found that 64% (n=7) of psychiatrists (Consultants, Senior Registrar, and Non-
Consultant Hospital Doctors) employed in an acute inpatient psychiatric settings were aware 
of the Irish Rules of the Road (predates the Sláinte agus Tiomáint guidelines) 64% (n=7) of 
respondents reported that they advised service users of the impact of their mental disorder on 
driving ability, but only 27% (n=3) reported documenting this advice every time.  It is 
important to note that knowledge of the Irish Rules of the Road does not imply knowledge of 
FtD guidelines.  These studies indicate that internationally medical professionals frequently 
have a limited understanding of FtD guidelines, and those that are aware of the guidelines do 
not regularly refer to them.  Although the evidence for health professionals and FtD 
knowledge is scarce, the knowledge of FtD guidelines appears better for occupational 
therapists as Hawley (2015) found that 95.5% of occupational therapists in the UK were 
aware of the DVLA FtD guidelines and 85% of them had consulted the DVLA guidelines in 
the previous two years.   
1.7 Health Professionals Practices Related to FtD and Depression  
 
In Ireland, as is similar to other EU countries, the ultimate responsibility of determining 
whether an individual is medically ‘fit’ to drive falls to the physician (RSA 2018; Larsson et 
al. 2007).  GPs in Australia and Ireland, as well as Canadian physicians, have identified that it 
was their responsibility to undertake fitness to drive assessments with their patients, 
particularly on health grounds.  However, borderline cases would benefit from being referred 
for further evaluation which may include occupational therapy for off-road and on-road 
testing (Doherty et al. 2016; Jones et al. 2012; Molnar et al. 2005). It is important to note that 
there is no scientific evidence about what constitutes an adequate assessment of fitness to 
drive for individuals with psychiatric illness, including depression (Menard et al. 2012).  
International studies have concluded that medical practitioners often have poor knowledge of 
how to assess driving fitness, and infrequently advise patients about how their medical 
condition may affect their driving ability (Gallagher et al. 2016; Menard et al. 2012; Pfaffi et 
al. 2012; Hawley and Galbraith 2010).  A survey of Canadian psychiatrists found that 36.7% 
of those surveyed had not assessed any of their patients with regards to driving in the 




in one year (Menard et al. 2006).  An audit of case notes of psychiatric inpatients in Ireland 
found that only 11% had been advised regarding driving (Orr and Elworthy 2008).  It is 
worth noting that the 2008 study predates the introduction of the Slainte agus Tiomaint FtD 
guidelines in Ireland.  A 1995 study found that almost a quarter of doctors admitted to never 
giving any advice about driving with psychiatric illness (Humphreys and Roy 1995).  Lipski 
found that only 29% of GPs surveyed routinely ask about driving habits and medical fitness 
to drive in all of their older patients (2002).  Occupational therapists (68%); however, they 
were more likely to record in the clinical notes that they had discussed fitness to drive with 
their patients than other health professionals (Hawley 2015).  
For those physicians who assess fitness to drive, it is suggested that they primarily assess 
operational skills (such as motor, sensory, perceptual, and cognitive abilities) essential for 
safe driving (Molnar et al. 2005).  However, they rarely assess tactical decisions (choice of 
speed, distance from the car ahead) or strategic approaches (such as planning and preparing 
for a trip) that determine whether people can compensate for a slight loss of operational 
abilities (Unsworth 2010; Molnar et al. 2005, Michon 1985).  Additionally, standard medical 
examinations were designed to detect the presence or absence of disease not to assess 
function (Molnar et al. 2005).  One reason for their assessment of operational skills only 
could be that physicians did not receive education during their medical training on how to 
assess driving ability and few resources are available to improve their knowledge after they 
are licensed (Dow and Jacques 2012; Collier 2012).  A 2007 study of Canadian Family 
Physicians found that 88.6% would benefit from further education in assessing fitness to 
drive (Jang et al. 2007). Similarly, the majority of Canadian Psychiatrists reported that they 
would value additional instruction on the subject of driving (Menard et al. 2006).   
An examination of the Psychiatrists role in assessing fitness to drive in New Zealand suggests 
that a comprehensive assessment should be carried out to determine a patient’s fitness to 
drive (Kumar and Pickering 2001).  The outcome should not depend on the diagnosis but 
rather on the findings of the mental state examination and assessment of the perceptual and 
motor skills necessary for driving (Kumar and Pickering 2001).  Metzner et al. (1993) 
reported that specific areas of impairment associated with a psychiatric illness which may 
affect driving ability include the following:  information-processing ability (attention, 
concentration and memory components), sustained attention, visual-spatial function, impulse 




problem-solving or the ability to respond to coinciding stimuli in a changing environment.  
However, an audit conducted in Ireland revealed that Psychiatrists placed a greater emphasis 
on the medication-related aspects of a patent’s driving ability vs the effect of the illness itself 
or providing of cautionary advice to patients (Langan 2009).   
For patients with psychiatric illnesses, a significant consideration for driving is the 
fluctuating nature of their symptoms (Unsworth 2010).  Despite the increasing evidence on 
assessing fitness to drive, it remains unclear from the literature on how FtD decisions are 
made particularly for those individuals with depression. Additionally, the evidence is 
conflicting regarding the willingness of health professionals to determine fitness to drive. 
Jang et al. (2007) found that 46.7% of Canadian Family Physicians felt they were not the best 
profession to assess fitness to drive.  However, a more recent study of GPs in Ireland found 
that 71% felt that a GP should be the initial person to provide medical clearance for the older 
driver (Kahvedžić et al. 2015).  This finding could be attributed to the fact that in the last 
decade, GPs in Ireland have signed off on medical fitness to drive for over 600,000 drivers 
over the age of 70 (Kahvedzic et al. 2015) and are more familiar with this process, but these 
findings are perhaps skewed towards physician’s assessment of FtD among older adults and 
not so much among people with mental health diagnoses.  
 
1.8 Occupational Therapy and Driving 
 
‘Occupational therapists are the experts in the relationship between occupation, health, and 
well-being’ (Unsworth 2010, p. 41).  In countries such as the USA, Canada, Australia and 
Sweden occupational therapists with post-graduate training in driving and community 
mobility often provide driving assessments (Unsworth 2010, Larsson et al. 2007) which 
consist of both an off-road (clinic-based) and on-road assessments (Unsworth 2010) while in 
Ireland driving assessment remains an emerging area of occupational therapy practice.    
The Sláinte agus Tiomáint Medical FtD Guidelines also state that ‘a referral for an 
assessment to a generalist occupational therapist may be useful for an evaluation of general 
functioning (personal, community mobility and work activities) as well as an opinion on 
driving ability’ (RSA 2019, p. 14).  Additionally, an on-road driving assessment can be 
conducted by an on-road driving assessor in isolation or may involve an occupational 




education and training to address some driver evaluation and rehabilitation services (AOTA 
2010; CAOT 2009) and include it within their scope of practice (Slater 2014; Dickerson et al. 
2011).  The process of starting an FtD assessment should begin with the development of an 
occupational profile, including the individuals ‘occupational history, patterns of daily living, 
interests, values, and needs’ (Davis and Dickerson 2017, p. 9).  The assessment should also 
include how the individual has been mobile in their community and home as well as their 
future mobility plans (Davis and Dickerson 2017, p. 9).  Dickerson and Bedard (2014) 
suggest that when occupational therapists consider driving as a functional outcome for 
clients, they should use many of the same evaluative processes to estimate the clients risk and 
potential for driving by taking into consideration the same factors of physical, sensory, 
perceptual, emotional and cognitive/insight required for other ADL or IADL tasks.  
Therapists can then offer a clinical opinion on driving similar to recommendations made 
regarding discharge or the need for supervision (Dickerson and Bedard 2014).  Occupational 
therapists may also assess impulsivity in clients with depression since impulsivity is related 
to risk-taking behaviours and difficulty self-regulating (Vrkljan et al. 2015; Menard et al. 
2012).  The education of clients and their families about the individual’s responsibility as a 
driver and the possible impact of the mental illness, its treatments and comorbidities on FtD 
(Dun et al. 2015) is another important role for occupational therapists, particularly as the 
Sláinte agus Tiomáint Medical Fitness to Drive Guidelines (2019) emphasise the individual 
self-reporting their illness or injury. However, the need to maintain a client’s community 
mobility must be balanced with their personal safety and the safety of others in the wider 
community (Slater 2014).  Occupational therapists also have an ethical obligation to inform 
the individual and the multidisciplinary team (MDT) where there is a likelihood of harm to 
either the individual or society at large (Slater 2014).  A UK study found that occupational 
therapists are more likely to find out that a client is a driver and may not be fit to drive; 
however, they seldom offered driving advice favouring a ‘softly, softly’ approach and 
developing rapport with the client first (Howley 2015, p. 346). While a Canadian study found 
that occupational therapists working in adult mental health felt that they were well suited to 
provide driving-related services but were not ready to undertake the role (Menard et al. 
2012).  Recently, the Saskatchewan Psychiatric Occupational Therapy Driving Screen 
(SPOT-DS) has been developed to improve the process for screening drivers with a 
psychiatric diagnosis.  The SPOT-DS (Carey et al. 2018) was developed by occupational 




designed to be used by the generalist occupational therapist and provides a screening 
structure to be used along with clinical reasoning to identify when a client is safe or unsafe to 
drive or if it is unclear and an additional assessment is warranted (Carey et al. 2018).  Having 
such a tool may allow for more systematic screening of individuals with depression and may 
assist with the clinical reasoning process about a client’s level of risk.  The results are also 
helpful when having conversations with clients about driving, as therapists can use the 
outcomes of the screening to help structure the conversation.   
1.9 Thesis Aims and Objectives 
While there is a significant body of literature related to the assessment of FtD with the older 
driver (Golisz and Stancanelli 2019; Selander et al. 2019; Fisher and Thompson 2014; 
Marshall et al. 2013), there is a lack of literature investigating FtD with individuals with 
depression.  The paucity of literature is worrisome since depression is among the most 
common psychiatric illness (Wickens et al. 2014) and is the leading cause of disability in the 
world (WHO 2019) surpassing cardiovascular disease.  Currently, in Ireland, there is no 
national consensus on the process of determining fitness to drive for individuals with 
depression reflecting what is occurring internationally because of limited scientific evidence 
about what constitutes an adequate FtD assessment with this population (Menard et al. 2012).  
As Consultant psychiatrists, General practitioners, and occupational therapists in Ireland are 
the most likely health care professionals to be involved in FtD decision making with 
individuals with depression; the research aims which guide this study are:   
o What are the current attitudes of health professionals in Ireland to driving and 
depression?  
o Are Irish health professionals aware of and adhering to the Sláinte agus 
Tiomáint guidelines in the assessment of fitness to drive of individuals with 
depression? 
o What are the current practices of health professionals (Consultant 
Psychiatrists, General Practitioners, and Occupational Therapists) in Ireland in 
the assessment of fitness to drive of individuals with depression? 
o What is the confidence and competence of health professionals in Ireland in 




The research conducted as part of this thesis is presented in journal article format.  Chapter 
two is an article based discussion piece for occupational therapists on the introduction of the 
Sláinte agus Tiomáint FtD guidelines in Ireland.  Chapter three presents an empirical study of 
the attitudes, knowledge, and practices of three professional groups, while chapter four 
explores the role, practices, knowledge, and attitudes of occupational therapists specifically.  
Chapters three and four are article-based and present an introduction to the research topic, 
literature review, detail the research methods and results, and are followed with a rounding 
discussion.  Chapters two and three are published in peer-reviewed journals, and chapter four 
has been submitted for publication.   
Chapter two is a discussion piece presenting an overview of the 2014 published Sláinte agus 
Tiomáint FtD guidelines in Ireland.  The paper discusses the relevance of the guidelines to 
occupational therapy, particularly therapists working in mental health and primary care 
settings, where the issue is often overlooked.  Finally, the paper explores how occupational 
therapists can include the assessment of fitness to drive within their clinical practice as it is 
internationally recognised as within the occupational therapy scope of practice.  Chapter two 
is presented in journal article format. 
 
Chapter three presents a quantitative survey of health professionals (n=228) (Consultant 
Psychiatrists, General Practitioners, and Occupational Therapists) in Ireland exploring their 
current knowledge, attitudes, and practices related to the assessment of FtD and depression 
and the Sláinte agus Tiomáint FtD guidelines in Ireland.  The article also contains insights 
from health professions via qualitative comments and is presented in journal article format. 
 
Chapter four presents findings from a survey of occupational therapists (n=98) where open-
ended questions were used to explore their knowledge, attitudes, and practices to the 
assessment of FtD and depression.  The data collected from the study in chapter two was 
reanalysed to focus on the roles and practices of occupational therapists working in Primary 
Care and Mental Health in Ireland in chapter four and is presented in journal article format. 
 
Chapter five contains a rounding discussion of the main discussion points from the discussion 
paper and original research papers and presents implications for clinical practice and research 
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Driving is an instrumental activity of daily living.  The mobility and independence offered by 
driving are important to social integration and therefore the maintenance of mental health and 
well-being.  However, driving is a complex task and a person’s driving ability could be 
compromised by a variety of physical and mental conditions.  In recognition of this, and in 
line with an EU Directive, the National Programme Office for Traffic Medicine launched the 
Sláinte agus Tiomáint Medical Fitness to Drive Guidelines in February 2013.  This has 
important consequences for occupational therapists as the assessment of fitness to drive is 
internationally recognized as within the scope of occupational therapy practice.  
Unsurprisingly, given the prevalence of mental health and addiction conditions, the 
Guidelines include two chapters specifically on mental health and addictive disorders.  In 
recognition of the publication of these guidelines this paper discusses their relevance to 
occupational therapy; particularly therapists working in mental health and primary care 
settings where the issue is often overlooked.   
 





Driving is an instrumental activity of daily living (IADL) which enables individuals to 
participate in occupations such as work, school and leisure activities which are reported as 
significant to having a good quality of life (Liddle and McKenna 2003).  Driving is a 
multifaceted activity that depends on coordination between the sensory and motor systems 
and is influenced by a number of factors such as arousal, perception, cognition, attention, 




societies and has become a symbol of independence and freedom (Brunnauer and Laux 2013; 
Lee, Lee, Cameron and Li-Tsang 2003).  
 
An array of medical conditions including mental health and addictive disorders, as well as 
certain treatments, may impair safe driving ability (Austroads 2012; Centers for Disease 
Control and Prevention (CDC) 2011; Chang et al 2013; Ménard et al 2012; Vaa 2003).  
Individuals with mental health or addictive disorder, especially in an acute untreated phase 
are likely to have functional implications including decreased cognition, concentration and 
reaction times which can impact fitness to drive (Wickens, Smart and Mann 2014).  However 
not all functional deficits will result in a lack of fitness to drive (CDC 2011; Di Stefano and 
Macdonald 2012).  The American Psychiatric Association (1995) contends that the diagnosis 
of a mental health disorder alone is not adequately predictive of motor vehicle accident risk.  
Rather the impact of the diagnosis on the behaviour and cognitive functioning of an 
individual is more important (Kumar and Pickering 2001).  
 
2.3 Relevant Empirical Research 
 
A recent German study found that 80% of inpatients with depression held a valid driving 
license and 70% of those patients frequently drove (Brunnauer and Laux 2013).  Similarly, a 
recent survey conducted in an Irish independent mental health hospital revealed that 76.9% 
(N=77) of inpatients surveyed were currently driving (O’Grady 2014).  A 2006 study 
investigating Canadian Psychiatrists’ attitudes, practice and knowledge of fitness to drive 
regarding individuals with mental illness found that 64.1% of respondents agreed that 
addressing fitness to drive is an important issue and 69.5% felt that bipolar disorder was the 
mental health disorder most likely to impact on safe driving ability (Ménard et al. 2006).  
Elwood (1998) found that 49% (n=60) of the 123 clients who were automobile drivers when 
measured against the DVLA guidelines were prescribed at least one medication which may 
impair their driving ability.  Evidence suggests that the use of psychotropic drugs such as 
benzodiazepines and anti-depressants can impair cognitive and psychomotor abilities which 
are essential for driving (Chang et al. 2012).  Conversely, a systematic review of second-
generation antidepressants found that antidepressants and co-administration of other 
psychotropic medication, prescribed based on clinical symptoms, did not appear to impede 




Clients prescribed benzodiazepines (Valium/Xanex/Ativan) displayed impaired driving 
ability (Brunnauer and Laux 2013).  Despite this, it is acknowledged that the use of 
prescribed medication as part of mental health treatment has a positive effect on driving 
performance and that drivers with a mental health disorder are generally safer when well and 
on regular psychotropic medication than when they are ill (De las Cuevas et al. 2010; Harris 
2000).  The systematic review of fourteen studies by Ménard and colleagues concluded that 
research into the impact of a mental health disorder on driving ability is meagre and what is 
available illustrates “controversial and inconsistent findings’ (Ménard et al. 2008, p. 61).  Vaa 
(2003) completed a meta-analysis of 62 reports, mainly case-control studies, on impairment 
and accident risk associated with aging and disease.  The meta-analysis revealed that people 
with a diagnosed mental health disorder have a relative risk of 1.72 of being involved in a 
motor vehicle accident versus the general population.  However, age and gender were found 
to be of greater influence on the risk of having a driving incident rather than any particular 
mental health or addiction diagnosis.   
 
2.4 Fitness to Drive  
 
While there are contributing factors to motor vehicle accidents other than driver error, there is 
international recognition of the potential of medical conditions, including mental health and 
addiction disorders, to influence an individual’s fitness to drive (Austroads 2012; DVLA 
2014).  Given this, there has been an acknowledgment of the necessity for medical fitness to 
drive standards to be established and applied (Austroads 2012; Ravnkilde et al. 2002; Vaa 
2003; Wingen et al. 2006).    
 
Medical fitness to drive is governed by the European Union (EU) law and policy made in 
Ireland under the Road Traffic Acts.  EU Directive (91/439/EEC) amended by Directive 
2009/112/EC compels member states including Ireland to establish minimum medical 
standards of fitness to drive and outlines the requirements for mental health illnesses in non-
specific terms (RSA 2014, p. 75).  In order to comply with this directive the National 
Programme Office for Traffic Medicine, a joint initiative between the Road Safety Authority 
(RSA), the Royal College of Physicians Ireland (RCPI) and professional bodies including the 
Association of Occupational Therapists of Ireland (AOTI) introduced the Sláinte agus 




Group One drivers are classified as car, motorcycle and tractor drivers (with and without a 
trailer) (RSA 2013a).  The guidelines aim to ensure that drivers in Ireland are medically fit to 
drive and therefore form the superseding legal basis for driver medical fitness in Ireland 
(RSA 2013b).  The guidelines are based on DVLA ‘At a Glance’ guidelines in the UK (RSA 
2013b) and are similar to other international medical fitness to drive guidelines such as 
Austroads (2012) in Australia, and the Canadian Medical Association (CAM) Driver’s Guide 
8th edition (2012).   
 
Sláinte agus Tiomáint outlines the medical criteria for licensing which form the medical basis 
of decisions made by the National Driver’s License Service (NDLS) (RSA 2013; RSA 2014).  
The content of the guidelines focuses on common medical conditions that may affect safe 
driving such as mental health and addiction disorders and reviews the impact those disorders 
may have on safe driving ability (RSA 2014; Austroads 2012).  It is hoped that through 
publishing the Sláinte agus Tiomáint guidelines that road safety will increase as there will be 
a consistent and appropriate assessment of drivers based on the current evidence and 
awareness of the issue of medical fitness to drive amongst drivers and clinicians will be 
enhanced (Beran 2013; RSA 2013a).   
 
The Sláinte agus Tiomáint guidelines define a severe mental health disorder as “including 
mental illness, arrested or incomplete development of the mind, psychopathic disorder or 
severe impairment of intelligence or social functioning” (RSA 2014, p. 75). In these cases in 
order for fitness to drive to be established the guidelines specify not only the need for an 
improvement in the mental health state, but they also require a period of stability, so that the 
threat of relapse can be assessed should the patient fail to recognise any deterioration in their 
mental health status (RSA 2014, p. 75).  Appendix one provides a summary of the driving 
guidelines as outlined for some of the more common mental health diagnoses.   
 
2.5 Driving Assessment and Occupational Therapy 
 
Participation in meaningful occupation is the ethos of occupational therapy (Stav, Hunt and 
Arbesman 2006).  Community mobility, which includes driving, is an instrumental activity of 
daily living (IADL) and is one area of meaningful occupation (American Occupational 




the community and using public or private transportation, such as driving, or accessing buses, 
taxi cabs or other public transportation systems” (AOTA 2008, p. 631). Driving is, therefore, 
a reality for contemporary living and in some rural areas an essential activity of daily activity.  
Stav (2006) has identified driving as an occupation enabler as it can be one important aspect 
of being able to engage in essential occupations such as leisure, work, school and social 
participation.  Driving and community mobility has become integrated into many aspects of 
occupational therapy practice for older adults (Justiss 2013) and adults with dementia (Adler 
et al. 2012).   
 
Assessment of fitness to drive is internationally recognized as being within the scope of 
occupational therapy practice (Ménard et al. 2012; Carr 2010).  In the US, Australia and 
Canada occupational therapists have a role in assessing an individual’s fitness to drive 
(Dickerson 2013; McNamara et al. 2014).  The AOTA has developed practice guidelines in 
driving and community mobility for older adults to help define the role an occupational 
therapist can play in the assessment of driver performance (Stav et al. 2006).  An overview of 
service delivery for driving and community mobility for older drivers as described in the 
AOTA guidelines is listed in the table below. 
 
Table 1: Overview of service delivery for driving and community mobility for older 
drivers (Stav et al. 2006, p. 3) 
Evaluation 
Occupational profile 





Outcomes (Engagement in Occupation to Support Participation) 
Outcomes 
 
Safe driving ability requires the use of several cognitive skills including judging, sequencing, 




required for safe driving include complex attention, memory, visual processing, and 
executive functioning.  These same skills are used to carry out other ADLs and IADLs.  Any 
problems in carrying out difficult tasks such as meal preparation, medication management or 
handling money/paying bills may suggest problems in driving and therefore indicate the need 
for further evaluation of driving competence (Barco at al. 2012; Dickerson and Stapleton 
2013).   
 
The international driving literature acknowledges an increasingly complex degree of 
specialisation and training in this field (Davis 2007; AOTA 2010).  While some occupational 
therapists provide a concentrated treatment approach in which driving, and community 
mobility is the principal goal; other more ‘generalist’ clinicians offer driving and community 
mobility as part of a larger treatment package (AOTA 2010).  At the ‘generalist’ level the 
occupational therapist will evaluate their client’s sub-skills and translate the findings into 
implications for driving and community mobility (Davis 2007; Dickerson and Stapleton 
2013; AOTA 2010).  Occupational therapy ‘generalists’ do not evaluate driving competence; 
therefore, no specialized training is required (Davis 2007).  OOccupational therapists 
working in mental health services without specialised training can use the same clinical 
reasoning skills with driving and community mobility as they do when evaluating clients 
engaging in other ADL or IADL activities (Davis 2007; Dickerson and Stapleton 2013).  
Slater (2014) suggests that occupational therapists without specialised driving training do 
have the appropriate knowledge and skills and should expect to address fitness to drive 
during the evaluation process if driving as an IADL is identified as meaningful to the client.  
In addition, she asserts that occupational therapists also have an ethical and professional 
obligation to evaluate and address the issues necessary to meet the client’s needs related to 
driving and community mobility (Slater 2014). 
 
A variety of standardised occupational therapy assessments in the published literature are 
used for off-road assessments.  An Irish study investigating the pre-driving assessments with 
individuals post-stroke used the Test of Everyday Attention (TEA), Behavioural Assessment 
of the Dysexecutive Syndrome (BADS), Motor Free Visual Perception Test (MVPT) and 
Brain Injury Visual Assessment Battery for Adults (biVABA) (Stapleton and Connelly 2009).  
The Occupational Therapy Driver Off-Road Assessment (OT-DORA) was published in 2011.  




clinically indicated.  The core assessments include a visual acuity test, a visual confrontation 
test, a test of proprioception of the lower limb, the Berg Balance Scale, the Motoricity Index, 
a motor sequence screen and four assessments developed by the OT-DORA development 
group (Unsworth 2011).  The Assessment of Motor and Process Skills (AMPS) is designed to 
evaluate the quality of an individual’s performance while completing a familiar ADL (Fisher 
and Bray Jones 2010).  A 2010 study demonstrated a significant relationship between the 
AMPS process scale score and the client’s performance on the on-road assessment 
(Dickerson et al.  2010).  
 
Any assessment tool chosen should have evidence connecting the assessment to outcomes of 
driving performance and safety (Classen et al. 2012; Dickerson and Stapleton 2013).  There is 
currently no off-road or clinical assessment identified in the literature that can provide 
occupational therapists with a definitive answer about a client’s on-road driving ability 
(Classen et al. 2012; Dickerson and Stapleton, 2013).  Furthermore, there is a paucity of 
literature examining the impact of a mental health and/or addiction diagnosis on driving 
ability particularly within occupational therapy.   
 
Within Ireland, the assessment of fitness to drive, especially on-road, remains an emerging 
area of practice with only a small number of specialist on-road assessors and fewer 
occupational therapy assessors.  However, given the publication of the Sláinte agus Tiomáint 
guidelines, occupational therapists working in mental health in Ireland may need to develop a 
broad knowledge and understanding of how performance and process skills relate to driving 
ability (Davis 2007; Dickerson and Stapleton 2013).   
 
2.6 Driving Assessment within a Mental Health Setting  
 
Decisions regarding medical fitness to drive on psychiatric grounds can be difficult because 
of the subjective nature of the symptoms and difficulty in predicting distressed behaviour (De 
las Cuevas et al. 2010; Alonso et al. 2014).  Assessment of fitness to drive must, therefore, be 
individualised and should rely on the evaluation of the specific pattern of illness and potential 
impairments as well as severity, rather than the diagnosis per se (Austroads 2012). A 
qualitative study of individuals with bipolar disorder and their driving experiences found that 




participants wanted to make appropriate decisions regarding their fitness to drive by 
independently adopting strategies to manage their own driving (McNamara and Buckley 
2015).  This was recognized as a desire to have a sense of control in their recovery.  It could 
be suggested that there was controversy for participants between the implications of social 
and functional changes resulting from the bi-polar illness and having to be the person to 
instigate these changes, even when it is not desirable (McNamara and Buckley 2015).  
Individuals with mental health or addiction disorder may be at risk of occupational 
deprivation if driving cessation lasts beyond the remission of acute symptoms (McNamara 
and Buckley 2015).  The potential for isolation and dependency with driving cessation 
indicates the potential for those individuals to experience occupational disruption (Whiteford 
2000). 
 
A Canadian study reported that occupational therapists working in community mental health 
perceived they were the best profession to provide driving-related services, however, 
obstacles such as a shortage of evidence-based research, lack of awareness of the role of 
occupational therapy in driving by other allied health professions, and poor standardization of 
services for clients with a mental health disorder impede these service developments (Ménard 
et al. 2012).  Additionally, the same study found that occupational therapists felt they had a 
professional responsibility to at least ask about driving and should participate in driving 
screening with clients with a mental health disorder (Ménard et al. 2012). 
 
Currently, within Ireland, the NDLS requires an examination from a medical practitioner who 
may be a consultant psychiatrist or GP (RSA 2014) in the case of fitness to drive for a person 
with one of the listed mental health conditions.  The medical examination and fitness to drive 
decision may be informed by an assessment and a report from an occupational therapist.  The 
occupational therapist skills in addressing fitness to drive are acknowledged in the Sláinte 
agus Tiomáint guidelines which states that “a referral for an assessment by a generalist 
occupational therapist may be useful”, to provide “an evaluation of overall functioning 
(personal, mobility, community and work activities) as well as seek an opinion on general 
capacity for driving” (RSA 2014, p. 12).  However, it is not within the remit of the 
‘generalist’ occupational therapist to make final recommendations related to driving fitness 
but rather to ask about driving practices and behaviours and report any concerns to the 




driving should form part of routine occupational therapy assessment and intervention as 
clients with long-term mental health needs identified that “getting to places out of walking 
distance” as the most commonly identified IADL impairment (Kellet et al. 2010, p.155).  If 
possible given the aforementioned evidence of the value of an AMPS assessment for 
identifying those who could be at risk of having a driving impairment it may be useful for 
those trained in AMPS to utilise this tool in their assessment process.  Following assessment, 
the results should then be discussed with the Consultant Psychiatrist and multidisciplinary 
team and if required a referral made to a specialist occupational therapist with advanced 
driver training (when available) or to an Approved Driving Instructor (ADI) with on-road 
driving assessment experience (Dickerson and Stapleton, 2013; Davis 2007).   
 
2.7 Sláinte agus Tiomáint Guidelines and Implications for Occupational Therapists  
 
The emphasis of the Sláinte agus Tiomáint guidelines is on driver responsibility to self-report 
the impact of a medical condition on their fitness to drive and to manage any condition that 
affects their safe driving ability.  However, this assumes a level of insight into fitness to drive 
as well as honesty and compliance with treatment (Beran 2013; RSA 2014).  Presently, EU 
and Irish law compel an individual to report any long term or permanent medical condition 
such as severe and persistent mental health disorders which may interfere with fitness to drive 
to the NDLS (RSA 2014, p. 3).  While the onus is placed on the individual rather than the 
health professional to report any concerns over fitness to drive the guidelines do indicate that 
it is the responsibility of the health professional to (1) assess a person’s medical fitness to 
drive based on the current Sláinte agus Tiomáint medical standards, (2) advise the individual 
regarding the impact of their medical condition on their ability to drive and recommend 
restrictions and ongoing monitoring as required, (3) educate the individual of their 
responsibility to report their condition to the NDLS if their illness may affect their ability to 
drive safely and, (4) to treat, monitor, and manage the persons’ condition with ongoing 
consideration of their fitness to drive (RSA 2014, p. 3).  
 
Whilst, there is currently no legal standing for the Sláinte agus Tiomáint guidelines, the Road 
Safety Authority aims to enact legislation for medical fitness to drive but is currently using a 
review process of the guidelines to ensure they are based on the evidence versus historical 




of the guidelines relating to diabetes, epilepsy, and vision are potentially enforceable by law 




In the coming years, the routine application of the Sláinte agus Tiomáint guidelines will help 
raise awareness of the potential impact of medical conditions on fitness to drive. Since their 
introduction, the guidelines have been reviewed on an annual basis and this annual review is 
expected to continue. The most current version of the guidelines is available on the RSA 
website and occupational therapists should regularly check the website to ensure that they are 
using the most up-to-date version of the guidelines and that any driving advice they share 
with their clients reflects the current guidelines. Furthermore, the Sláinte agus Tiomáint 
guidelines provide an evidence-based and therefore consistent means of assessing a persons’ 
fitness to drive from a medical perspective.  Occupational therapists now have the 
opportunity to play a pivotal role in the balanced utilization of these guidelines.  There will 
be an opportunity to use standardised assessments to inform reports and recommendations 
and contribute to research in this field.  Finally, the occupational therapist will have an 
important role in assisting to address any adverse impact on a client’s occupational 
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2.10 Appendix 1 
RSA medical fitness to drive guidelines for some of the more common mental health 
conditions encountered by occupational therapists in their practice. The information below is 
taken from the ‘Road Safety Authority (2014) Sláinte agus Tiomáint medical fitness to drive 
guidelines (group 1 and group 2 drivers)’ and is current at the time of going to press. 
However, therapists should regularly check for updates to the guidelines on the RSA website 
(www.rsa.ie). 
 
Anxiety or Depression 
The NDLS does not need to be notified and driving may continue or resume (RSA 2014, p. 
66).  
 
More Severe Anxiety States or Depressive Illnesses (with significant memory or 
concentration problems, agitation, behavioural disturbance or suicidal thoughts) 
Individuals should cease driving pending the outcome of a medical inquiry. A period of 
stability will be required depending on the circumstances.  An individual must notify the 
NDLS if medical advice is to cease driving for six months or longer (RSA 2014, p.66).   
 
Acute Psychotic Disorders of any Type 
Individuals must cease driving during the acute phase of the illness.  They can return to 
driving when all of the conditions have been met: 
A Has remained well and stable with an awareness of fitness to drive.  Including a good level 
of functional recovery, insight into their illness and engagement with the medical services.   
B Is not suffering from adverse effects of medication which would impair driving. (RSA 
2014, p. 67).  
An individual must notify the NDLS if medical advice is to cease driving for six months or 
longer (RSA 2014, p. 67). 
 
Hypomania/Mania 
Individuals must cease driving during the acute phase of their illness.  They can resume 
driving when all of the conditions have been met: 
A Has remained well and stable with an awareness of fitness to drive.  Including a good level 




B Is not suffering from adverse side effects of medication which would impair driving. 
If there are repeated changes of mood a specialist opinion from a Consultant Psychiatrist is 
advised.  An individual must notify the NDLS if medical advice is to cease driving for six 
months or longer (RSA 2014, p. 68).   
 
Chronic Schizophrenia and other Chronic Psychoses 
Individuals must meet the following conditions in order to resume driving: 
A  Remain well and stable with an awareness of fitness to drive.  Including experienced a 
good level of functional recovery, insight into their illness and engagement with the medical 
services.  
B  Not suffer from any adverse effects of medication which may impair fitness to drive. 
(RSA 2014, p. 69)  
Limited insight does not disqualify an individual with chronic Schizophrenia and/or other 
chronic psychosis from driving.  Symptoms should be unlikely to cause significant 
concentration difficulty, memory impairment or distraction while driving.  Particularly 
dangers are drivers whose psychotic symptoms relate to other road users.  An individual must 
notify the NDLS if medical advice is to cease driving for six months or longer.  
Consideration should be given to specialist on-road assessment if doubt remains about fitness 
to drive (RSA 2014, p. 70) 
 
Dementia or any Organic Brain Syndrome 
Individuals exhibiting poor short-term memory, disorientation, lack of insight and judgement 
should be considered not fit to drive. The inconsistent presentations of dementia and rates of 
progression are recognized within the guidelines ‘A decision regarding fitness to drive is 
usually based on consultant medical assessment, further assessment by occupational therapy 
and/ or neuropsychology’ (RSA 2014, p.72).   
 
In early dementia when skills are retained and progression is slow, a licence may be issued 
subject to annual review or sooner if a significant medical or function decline is noted.  A 
formal driving assessment is generally an integral part of assessment and review (RSA 2014, 







Individuals with alcohol misuse confirmed by medical enquiry with or without evidence of 
otherwise unexplained abnormal blood biomarkers require a period of driving cessation until 
a minimum three month period of controlled drinking or abstinence has been attained with 
normalisation of biomarkers (RSA 2014, p. 76).  An individual must inform the NDLS.   
 
Alcohol Dependence 
Alcohol dependence established by medical enquiry requires cessation from driving until a 
six month period free from alcohol has been attained with normalisation of biomarkers if 
relevant.  An individual must inform the NDLS.  Return to driving requires a satisfactory 
medical assessment from an individual’s own doctor and management of blood biomarkers if 





Chapter 3: Driving and depression: Health professional’s perspectives in 
Ireland 
 




Background: Assessing the fitness to drive (FtD) of individuals with depression is important 
for their safety and the safety of other road users. Although medical fitness to drive (FtD) 
guidelines exist in Ireland little is known about how the guidelines are used in practice or 
how driving is addressed by health professionals.    
Aim:  To examine General Practitioners, Consultant Psychiatrists and Occupational 
Therapists in Ireland knowledge, attitudes and current practice related to FtD for individuals 
with depression.   
Method: A cross-sectional survey employing a purposely designed questionnaire.   
Results:  Surveys were returned by 228 participants (60 Consultant Psychiatrists, 72 General 
Practitioners, and 96 Occupational Therapists.  Assessment of FtD was deemed important by 
75% of respondents.  Driving was routinely discussed by 39.5% of respondents.  Clinical 
reasoning was considered important in FtD decisions by 91.6% of respondents, with an 
informal discussion/assessment the most common type of measurement used. Respondents 
identified impaired cognition, decreased concentration, medication side-effects, suicidal 
ideation/intent and decreased reaction time as the factors that most influence their FtD 
decisions. The largest percentage of Consultant Psychiatrists and Occupational Therapists felt 
that addressing driving would not negatively influence the therapeutic relationship while 
General Practitioners reported concern about the impact on the therapeutic relationship. 
Physicians were not considered the best profession to assess FtD by a large percentage of 
respondents. Varying levels of confidence and competence were self-reported by all 
professions. All respondents reported the need for additional training.  These findings require 
further validation as low response rates make it difficult to generalize the results.   
Conclusion:  A gap exists between what is expected of health professionals according to the 




driving with their patients with depression. Further research to delineate the role of each 
profession and to explore assessment practices in greater detail is required. 
Keywords:  Fitness to drive, automobile driving, depression, mental health disorders, 
respondents, psychiatric illness 
3.2 Introduction 
3.2.1 Background 
An estimated 350 million people worldwide experience depression at any given time (WHO 
2017). Driving is linked to independence and is an enabler of many other activities (Di 
Stefano et al. 2012; Marottoli et al. 2000) such as engagement in social roles and employment 
which are important in mental health recovery (Hendryx et al. 2009; Boardman et al. 2003). 
However, concern has been raised about the capacity of individuals with depression to drive 
safely due to a complex array of factors including the impact of symptoms on driving ability 
and the side effects of psychotropic medication (Hill et al. 2017). National guidelines on 
medical fitness to drive were introduced in Ireland in 2013 (RSA 2013) however no national 
consensus on the specific process of determining fitness to drive (FtD) for individuals with 
depression exists. The responsibility to assess and/or refer for assessment typically lies with 
the patient's General Practitioner (GP), Psychiatrist or on occasion the Occupational 
Therapist (OT). Although health professionals should be knowledgeable about the impact 
depression can have on driving and should assess the driving needs and abilities of their 
patients (Cunningham and Regan 2006; Buckley et al. 2015) it appears that many health 
professionals may neglect this area (Ménard et al. 2006). It is recognised that assessment of 
FtD can raise ethical dilemmas (De las Cuevas and Sanz 2008). Little is known about the 
knowledge, attitudes, or practices of health professionals in Ireland in assessing the FtD of 
individuals with depression. 
3.2.2 The impact of depression on driving  
The impact of depression on driving performance and safety has not been extensively studied, 
however, in the research completed to date there appears to be an association between 
depression and motor vehicle crash risk. A recent meta-analysis based on pooled data from 
six studies indicates that depression nearly doubles the risk of involvement in a car crash 
(summary OR = 1.90; 95% CI,1.06 to 3.39) (Hill et al. 2017). This meta-analysis included 




studies (Mann et al. 2010; Margolis et al. 2002, Sims et al. 2000). The findings of this meta-
analysis have to be interpreted in light of the limitations posed by variation in the study 
population and study design (Hill et al. 2017). 
Psychotropic medication, or any drug that acts on the central nervous system, may impair 
alertness, concentration and driving performance (RSA 2016). In a sample of 1200 Spanish 
driving license holders 15% reported they were consuming psychotropic drugs (Alonso et al. 
2104), similarly, in a sample of 2434 drivers in New Zealand 11% reported taking anti-
depressants, and 3% reported taking anti-anxiety medication, prior to driving (Starkey et al. 
2017). Numerous studies indicate that benzodiazepine use affects driving (Papoutsis et al 
2016; Rapaport et al 2009) and that anti-depressants and other psychoactive drug use are 
associated with elevated crash risk (Gjerde et al. 2015; Chang et al. 2013; Hill et al. 2017.    
Although anti-depressants may improve the symptoms of depression they may also 
negatively affect driving through the impact of medication side effects such as drowsiness 
and interactions with other medications (Hill et al. 2017).  It is generally recognised that the 
impact of psychotropic medication is most likely to be evident at the initiation of treatment or 
when the dosage is being increased and may lessen over time as the individual adjusts to the 
dosage (RSA 2016; Ménard and  Korner-Bitensky 2008; Harris 2000). A systematic review 
concluded that antidepressants co-administered with other psychotropic medication, 
prescribed based on clinical symptoms and under a maintenance dose did not appear to 
impede fitness to drive (Brunnauer and Laux 2013).  
An often-cited, potential reason, for the association between depression and crash risk, is the 
impact of depression on cognitive abilities and psychomotor function. Depression can 
negatively affect problem-solving, attention span, the ability to multitask, decision making 
(Bulmash et al. 2006, Redepenning 2006; Ravnkilde et al. 2002; Metzner 1993) concentration 
and reaction time (Wickens et al. 2014; Charlton et al. 2010; Bulmash et al. 2006).   Another 
potential reason for the association between depression and motor vehicle accidents is self-
harm. It is widely acknowledged that rates of suicide disguised as traffic accidents could be 
underestimated (Milner and De Leo 2012; Gauthier et al. 2015) and depression is a known 
risk factor for suicide (Beghi and Rosenbaum 2010; Crump et al. 2014).  A link between 




2014; Vaughn et al. 2011).  Therefore depression appears to negatively affect driving 
performance and safety with multiple proposed mechanisms to explain this.  
3.2.3 Fitness to drive guidelines 
Fitness to drive is a medico-legal concept, implying that the license holder fulfils the 
necessary physical and mental requirements for safe driving (Larsson et al. 2007).  National 
guidelines exist in many countries with the aim of providing a guiding framework on fitness 
to drive with various medical conditions, increasing road safety, and informing health 
professionals and drivers with these conditions of their responsibilities (RSA 2016; Beran 
2013). In Ireland, the Slainte agus Tiomaint guidelines were first published in 2013 and are 
revised annually (RSA 2016). The Irish guidelines are informed by comparable international 
guidelines, particularly, ‘Assessing fitness to drive--A guide for medical professionals’ 
published by the UK Driver and Vehicle Licensing Agency (DVLA 2016), and other 
international guidelines including the Australian guidelines (Austroads 2012) and the 
Canadian Medical Association (CMA) Driver’s Guide (2012).   
 
The Irish guidelines on driving and depression are similar to other international guidelines 
(DVLA 2016) stating that individuals with more severe depression should cease driving 
pending the outcome of a medical investigation, and a period of stability is required prior to 
returning to drive (RSA 2016 p. 69). The responsibility of the healthcare professional, 
particularly the physician, to inform the driver of the possible impact of their condition and 
medication on driving is outlined, but in Ireland, the onus is on the driver themselves to 
report any illness/disability that may impact on their driving ability to the National Driver 
License Service (NDLS) (RSA 2016; Gallagher et al. 2016). The Irish guidelines retain the 
role of the GP as the frontline for FtD but do outline the contribution of other specialists 
including OTs (RSA 2016).  
 
3.2.4 Health professional’s knowledge, attitudes, and practices relating to fitness to drive 
assessment  
The assessment of FtD of individuals with depression is challenging for health professionals. 
Participation in social roles, work and activities are often central to recovery from mental 
illness (Hendryx et al. 2009; Boardman et al. 2003) and driving can often be an enabler of 




individual’s driving may be seen as punitive and damaging to the relationship with the patient 
(De las Cuevas and Sanz 2008). The health professional must balance these considerations 
with their obligations not to endanger the individual or other road users.  
 
Assessment of FtD is complex and can comprise clinic-based and on-road assessment. 
Assessment of FtD should include an assessment of operational skills (such as motor, 
perceptual and cognitive abilities) (Molnar et al. 2005), tactical decisions (choice of speed, 
distance from the car ahead) and strategic approaches (such as planning and preparing for a 
trip) that determine whether people can aptly compensate for a slight loss of operational 
abilities (Unsworth 2010; Molnar et al. 2005). For those physicians who assess FtD, it has 
been suggested that they primarily assess operational rather than tactical skills (Molnar et al 
2005; Unsworth 2010). An occupational therapy assessment may include both an off-road or 
clinic-based assessment and an on-road driving test and may be a useful indicator of the 
person’s ability to drive and help inform the FtD decision making process (RSA 2016; Fisher 
and Thompson 2014; Unsworth 2010; Larsson et al. 2007; Doherty et al .2015; Jones et al. 
2012; Molnar et al. 2005).  
Multiple studies indicate that health professionals have varied and often limited knowledge of 
national guidelines and regulations with regard to FtD (Hawley and  Galbraith 2010; Ménard 
et al. 2006; Wise and  Watson 2001), poor knowledge of how to assess driving fitness, and 
infrequently provide driving-related advice to their patients (Gallagher et al. 2016; Ménard et 
al. 2012; Pfäffli; Hawley and Galbraith 2010 Humphreys and Roy 1995; Orr and  Elworthy 
2008, Ménard et al. 2006). Where driving is addressed the comprehensiveness of assessment 
and advice may be variable. A 2009 audit conducted in Ireland revealed that Psychiatrists 
placed more emphasis on the medication-related aspects of a patent’s driving ability and less 
emphasis on the effect of the illness or providing cautionary advice (Langan 2009).  A lack of 
experience and resources in psychiatric teams required for FtD assessments has also been 
recognised in Ireland (Errasoul and Daly 2013). A need for further education of psychiatrists 
in this area has been identified (Ménard et al. 2006). 
 
The Irish guidelines do not prescribe how the physician or healthcare professional should 
assess fitness to drive.  A standardised approach is challenging to adopt as it has been 
suggested that the assessment of fitness to drive should not be diagnosis dependent, but 




driving (Kumar and Pickering 2001). Furthermore, within psychiatric conditions, the 
fluctuating nature of the possible symptoms must also be considered (Unsworth 2010).  
Given the prevalence of depression, the inclusion of depression within medical fitness to 
drive guidelines, and the need to ensure both driver and public safety, the nature of driving-
related assessment, advice or interventions for individuals with depression provided in 
Ireland warrant further investigation. The aim of this study is to assess the knowledge, 
attitudes and current practice of health professionals in Ireland related to fitness to drive of 
individuals with depression.  
3.3 Material and Methods 
 
A cross-sectional survey of Consultant Psychiatrists, GPs and OTs employing a purposely 
designed questionnaire was used.  All three professions will be collectively referred to as 
health professionals in this article.  The surveys were distributed in both a postal survey and 
an electronic format.  
3.3.1 Measurement of variables 
No rigorously developed measurement tool existed to assess the health professional’s current 
practices in Ireland.  A 20 item questionnaire (appendix A) which included rank order 
questions, Likert scale questions and four open-ended questions was developed by the 
research team.  The questionnaire was informed after a review of the relevant literature 
(Domigan et al. 2014; Wickens et al. 2014; Hawley and Galbraith 2010; Jang et al. 2007; 
Ménard et al. 2006; Ravnkilde et al. 2002; Wise and Watson 2001; Marshall and Gilbert 
1999; Humphreys and Roy 1995; Lawrie and Milne 1994; Drickamer 1993; Metzner 1993).  
The survey included sections on knowledge of Sláinte agus Tiomáint Medical FTD 
Guidelines, attitudes toward FTD assessment and depression, FTD assessment practices and 
demographics. Three professionals (Research Professor of Psychiatry, Professor and 
Assistant Professor of OT) with content and methodological expertise reviewed the 
questionnaire for face validity.  The survey was then pilot-tested on a convenience sample 
(two Senior Psychiatric Registrars, one GP and four OT’s) and minor revisions to the 





3.3.2 Sampling  
The inclusion criteria were Consultant Psychiatrists, GPs and OTs in the Republic of Ireland 
who were currently working in a mental health setting, or in primary care with a caseload that 
included individuals with depression. Access to the Consultant Psychiatrists and GPs via 
their professional bodies was not available for this study; therefore, Consultant Psychiatrists 
were contacted via email/postal addresses that were available through publically available 
website domains. An email request was sent to 35 Consultant Psychiatrists. Additionally, 
another 110 Consultant Psychiatrists were posted a survey and an information sheet.   
Postal surveys were mailed out to a random selection of GPs from a list of 1840 GPs 
throughout Ireland who refer into St. Patrick’s Mental Health Services (SPMHS). Every 
eighth GP on the SPMHS database was posted a survey. SPMHS is Ireland's largest 
independent not-for-profit mental health provider with approximately 300 inpatient beds, and 
650 staff and over 15,000 annual clinic attendances. The service receives no statutory funding 
from Government and income is generated from patient fees (SPMHS 2016); therefore, 
clients typically have private health insurance.  
Access to OTs was facilitated through the Association of Occupational Therapists of Ireland 
(AOTI). AOTI sent out email notification of the study to approximately 400 members who 
worked in mental health and/or primary care. In addition, paper-based surveys were 
distributed to OTs at AOTI Mental Health Advisory Group meetings.   
3.3.3 Procedure 
As response rates are often low with electronic and postal surveys, purposeful sampling and 
snowball sampling were used to recruit participants (Brooks et al. 2011; Flanigan et al. 2008).   
All electronic survey requests were sent via email and included a link to the uniform resource 
locator (URL) for the survey along with an information sheet. The survey was anonymous, 
and consent was implied by completion of the survey.  All respondents were asked not to 
complete the survey if they had already completed it in another format.  
Ethical approval for this study was granted by St. Patrick’s Mental Health Services Research 





3.3.4 Data analysis  
The completed surveys were coded and entered into the Statistics Package for Social 
Sciences (SPSS) version 22 (IBM Corp 2013). Descriptive statistics were used to describe the 
results, and the Chi-Square test was used to test for any differences between the three 
professions on nominal and ordinal scaled variables. A boarda count score was used to 
measure the strength of agreement amongst different measures for the ranked order question.  
A coding frame was devised to describe the content of the comments for each open-ended 
question and these codes were then assigned to all comments manually.  Most open-ended 
questions generated two codes and the frequency of each code was counted.   
3.4 Results 
Completed surveys were returned by 228 respondents, comprising 60 Consultant 
Psychiatrists, 72 GPs and 96 OTs.  The response rate for Psychiatrists was 41% and 31% for 
GPs.  It is not appropriate to calculate a response rate for the OT group as the total number is 
unknown. 
3.4.1 Demographics 
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3.4.2 The Sláinte agus Tiomáint guidelines  
Awareness of the Sláinte agus Tiomáint Guidelines was reported by 136/228 (60%) 
respondents. Levels of awareness of the guidelines varied amongst the respondents with 54 
(90%) of Consultant Psychiatrists, 51 (71%) of GPs and 31 (32%) of OTs reporting 
awareness of the guidelines.  
However, almost a quarter (n=12) of the 51 GP respondents commented in an open-ended 
question that although they were aware of the guidelines, they were not familiar with the 
guidelines specific to depression.   
…I have read the sections regarding cardiac problems, epilepsy diagnosis but not the 
section on depression’ (GP)  
Respondents (n=136) who reported that they were aware of the new guidelines were then 
asked how rigorously they apply the guidelines in their everyday practice.  The largest 
proportion of Consultant Psychiatrists (72%, n=39) and OTs (82%, n=27) reported they never 
or occasionally apply the guidelines. In contrast, 73% (n=40) of GPs stated that they often 




3.4.3 Current practices in Ireland 
It was reported that driving was routinely discussed by 39% (n=90) of respondents.  
However, the majority of health professionals discussed driving with fewer than 25% of their 
patients with depression.  For respondents who did assess driving an informal assessment or 
discussion with the individual was the most commonly reported method of assessment of FtD 
(58%, n=131).  The outcome of those informal assessments or discussions involved the 
majority of respondents recommending the patient continue to drive, modifying their driving 
or driving with restrictions as opposed to driving retirement or cessation. Thirty-nine percent 
of respondents (n=89) reported that they did not currently assess fitness to drive with 
individuals with depression either formally or informally. 
3.4.4 Current attitudes toward driving assessment 
Assessment of FtD was deemed important by 75% (n=170) of respondents.  Individuals with 
depression were deemed to be at a greater risk of motor vehicle accidents versus the general 
population by 47% (n=107) of respondents.  The largest percentages of Consultant 
Psychiatrists 45% (n=27) and OTs 51% (n=49) felt there would be no negative impact on the 
therapeutic relationship if an FtD assessment were completed with an individual with 
depression.  This view was reflected in 12/93 responses in an open-ended question. 
 
‘If discussed appropriately with the patient’s genuine interests and good health in 
mind, there should not be any long-standing negative implications when the 
assessment is over.  Communication needs to be kept honest and clear so that the 
patient does not fear a loss of independence’ (Consultant Psychiatrist) 
 
Conversely, 35% (n=25) of GPs felt assessing FtD would have an impact on the therapeutic 
relationship. Concern about the impact of assessment on the therapeutic relationship was 
expressed in 81/93 responses to an open-ended question.  
‘GPs should act as patient advocates.  In this case, they are really acting as public 
advocates which can damage a relationship’ (GP) 
Across the three professions, 46% (n=104) of respondents felt that physicians were not the 
most qualified health professionals to assess FtD.  This view was reflected in 6 of 18 
responses in an open-ended question. 




3.4.5 Confidence and competence in addressing driving  
Varying levels of confidence in assessing FtD were self-reported with a greater proportion of 
GPs reporting confidence in assessing FtD than Consultant Psychiatrists and OTs.  The 
differing confidence level in assessing FtD among the three professions was significant (Chi-
Square 56.5, df = 2, P <0.001).  A greater proportion of OTs (86%) were not confident in 
their ability to assess FTD compared to Psychiatrists (43%) and GPs (32%). 
Similarly, a significant difference was found in the level of competence in assessing driving 
among the three professions (Chi-Square 63.5, df= 2, P<0.001).  Analysis of the findings 
reveals that a greater percentage of Consultant Psychiatrists (60%) and GPs (79%) felt 
competent in their ability to assess FTD compared to OTs (19%).     
3.4.6 Assessment of fitness to drive 
The vast majority of respondents (92%, n=209) deemed clinical reasoning/judgement to be an 
important element of assessment of FtD. Respondents ranked the five factors in order of 
impact from a list of fourteen factors mentioned in the literature (Wickens et al. 2014; 
Brunnauer and Laux 2013; Bulmash et al. 2006; Redepenning 2006; Vaa 2003; Ravnkilde et 
al. 2002) which may guide or influence their decision to discuss/assess FD with an individual 
with depression. Table 3 lists the factors in rank order using a Borda count (weighted sum) 
score by profession and then in total. 
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3.57 4.00 9.50 17.07 
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Tiredness/Fatigue 
3.21 4.42 6.92 14.57 
History Drug 
Abuse 
1.85 2.28 2.64 6.78 
Increased 
Anxiety 





0.28 0.42 1.85 2.57 
Loss of Interests 0.00 0.21 1.21 1.42 
Other 0.14 0.00 0.35 0.50 
However, 21/54 of the respondents who commented on the question reported that it is 
typically a combination of the factors rather than just one factor that influences a decision 
regarding FtD.   
‘Difficult to rate the absolute importance, all of the above (factors) are important in 
driving and indicate a need to discuss driving.’ (GP)  
A significant difference was found amongst the respondents in the level of satisfaction with 
their current driving assessment processes (Chi-Square 22.3, df = 2, P <0.001).  The results 
found that a greater proportion of GPs (48%) were satisfied with their current driving 
assessment processes compared to 23% of Consultant Psychiatrists and 10% of OTs. 
3.4.7 Training needs 
Over half of the respondents, 52% (n=117) felt that the current information provided by the 
RSA and resources related to FtD and mental illness are not sufficient. The largest proportion 




n=94) reported a need for more education/training on the assessment of FtD with individuals 
with depression.  
Table 4: Summary of Results 
Summary of Findings 








Aware of Guidelines n=136 (60%)  n=54 (90%) n=51 (71%) n=31 
(32%) 
Driving routinely discussed n=90 39% n=54 (90%)  n=51 (71%)  n=31 
(32%) 
Informal assessment & 
discussion most common 
way to assess FtD  
n=131 (58%) n=54 (90%) n=41 (57%)  n= 36 
(38%) 
Do not assess FtD with 
individuals with depression 
n=89 (39%) n=6 (10%) n=24 (33%) n=59 
(61%) 
FtD assessment important 
with individuals with 
depression  
n=170 (75%) n=47 (78%) n=55 (76%)  n=68 
(71%) 
Individuals with depression 
at a greater risk of MVA 
than general population 
n=107 (47%) n=31 (52%) n=44 (61%) n=32 
(33%) 
Assessing FtD will 
negatively impact the 
therapeutic relationship 
n=105 (46%) n=33 (55%) n=25 (35%) n=47 
(49%) 
Physicians are not the most 
qualified profession to 
assess FtD 
n=104 (46%) n=31 (52%) n=20 (28%) n=53 
(55%) 
Current information related 
to FtD and mental illness is 









Need for further 
education/training on FtD 
and depression   
n=189 (83%) n=50 (83%)  n=45 (62%) n=94 
(98%) 
Clinical reasoning and 
judgement important in FtD 
assessments 
n=209 (92%) n=53 (88%) n=65 (90%) n=91 
(95%) 
Top five factors influencing FtD decision (boards count ranking) for the total group 
and per professional grouping (1=most influential) 
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5. Family concerns 
Confidence, Competence, and Satisfaction with current FTD processes 
Confidence in assessing 
fitness to drive 
Chi Square 56.5, df = 2, P <0.001 
86.3% of OT’s not confident compared to 43.3% Psychiatrists, 
and 31.9% GPs 
Competence in assessing 
fitness to drive 
Chi-Square 63.5, df= 2, P<0.001 
60.3% of Psychiatrists and 78.9% of GP’s felt competent 
compared to 18.8% OTs 
Satisfaction with current 
driving processes 
Chi-Square 22.3, df = 2, P <0.001 
47.7% of GP’s were satisfied compared to 22.9% of 






3.5 Discussion  
 
This study surveyed the knowledge, attitudes, and practice of Consultant Psychiatrists, GPs 
and OTs in Ireland related to FtD for individuals with depression. The low response rate is a 
major limitation; however, given the lack of data on the topic to date, the results offer 
opportunities for discussion and to inform further research. 
3.5.1 Practices of health professionals  
In this study, 75% of respondents recognise assessment of FtD as important. Despite this, 
respondents reported discussing driving with less than 25% of patients with depression and 
39% reported not addressing FtD at all. A study of Canadian Psychiatrists and OTs found 
participants only provided assessments of FtD and related advice to 30% of patients (Rouleau 
et al. 2010) and a UK study found GPs rarely provide driving advice to patients with 
psychiatric illnesses (Hawley and Galbraith 2010).  
Multiple reasons for the failure to address the driving needs with individuals with mental 
illness by health professionals have been proposed including difficulty making decisions 
regarding FtD because of the subjective nature of the symptoms and difficulty in predicting 
distressed behaviour (Alonso et al. 2014; De las Cuevas et al. 2010), the sensitive nature of 
the topic (Adler and  Rottunda 2011),  lack of experience, lack of resources, (Errasoul and 
Daly 2013) and the need for further education (Ménard et al. 2006). Gaps in the provision of 
education related to the assessment of fitness to drive within medical training have also been 
highlighted (Dow and Jacques 2012).  
3.5.2 Awareness and use of guidelines by health professionals  
Awareness of the Sláinte agus Tiomáint Medical FTD Guidelines was reported by 60% of the 
respondents with Psychiatrists reporting the highest rate of awareness (90%) and OTs 
reporting the lowest rate of awareness (32%). Varying levels of knowledge of national 
medical fitness to drive guidelines across professional groups working with various client 
groups have been reported in international research (Hawley and Galbraith 2010; Eggert et al. 
2012; Ménard et al. 2006).  In this study respondents were not asked specifically about 
whether they had a comprehensive understanding of the content of the guidelines; this could 




Low rates of application of the guidelines were reported by two groups of respondents; 72% 
of Psychiatrists and 82% of OTs reported occasionally or never applying the guidelines. In 
contrast, 73% of GPs reported often applying the guidelines this discrepancy across groups 
could be attributed to the GP role in signing off on driving fitness for all individuals over 70 
in Ireland (Kahvedžić et al. 2015).   
3.5.3 Assessment of fitness to drive  
For those health professionals in Ireland that do address the driving needs of their patients 
with depression, the majority (57%) most commonly have an informal assessment or 
discussion.  Clinical reasoning was reported by an overwhelming majority of respondents 
(92%) to be an important part of the assessment process. Clinical reasoning incorporates the 
intellectual processes and behaviours that are shared between the patient, physician and the 
environment (Durning et al. 2013). Respondents in this study reported they considered 
impaired cognition, decreased concentration, medication side-effects, suicidal ideation/intent 
and decreased reaction time as the main factors influencing their decisions regarding FtD. 
The factors identified by respondents are supported by a systematic review of the impact of 
depression on driving (Wickens et al. 2014) and a systematic review on FtD with people with 
a mental illness and those using psychotropic medication (Ménard and  Korner-Bitensky 
2008).    
A distinctive finding in this study was the identification of suicide ideation/intent as a factor 
influencing clinical decisions around FtD. This may be due to the suicide rates in Ireland.  
The suicide rate among girls is almost 2.5 times the EU average while the male youth rate is 
more than twice the EU average (MacKay and Vincenten 2014). Evidence suggests that the 
increase in both male and female self-harm and an increase in suicide in men since 2007 may 
be attributable to the economic recession (Arensman and Corcoran 2015). When Canadian 
Psychiatrists were asked a similar question suicidal ideation/intent was not reported, but 
rather they consider the patient’s psychiatric and medical history medication and substance 
use, compliance with treatment, current cognitive symptoms, cognitive status and level of 
insight when addressing the FtD needs of their patients (Ménard et al. 2006).   
Given the heavy reliance on informal assessment and the centrality of clinical reasoning and 




explore in greater depth the competence of health professionals in the administration of 
clinic-based, simulator, and on-road driving assessments.  
3.5.4 Confidence and competence in assessing fitness to drive  
The percentage of Consultant Psychiatrists (43%) and GPs (32%) in this study who did not 
feel confident in assessing FTD with individuals with depression is similar to studies of 
Canadian Family Physicians (46%) and American Physicians (33%) (Domigan et al. 2014; 
Jang et al. 2007).  Several studies have identified that GPs in Ireland self-report confidence in 
assessing FtD in older persons (Kahvedžić et al. 2015; Doherty et al. 2015; Omer et al. 2014).  
The higher confidence reported by GPs than Consultant Psychiatrists and OTs in this study 
may be attributable to the fact that in Ireland GPs are required to sign off on driving fitness 
for all individuals over 70 (Kahvedžić et al. 2015).  Despite their reported confidence the 
process GPs use to assess FtD is not clear from the findings of this study or the findings of 
other studies conducted in Ireland (Kahvedžić et al. 2015; Doherty et al. 2015; Omer et al. 
2014).   
OTs reported a statistically significant lower confidence level in assessing FtD with patients 
with depression than other respondent groups with 86% reporting they were not confident. 
Similarly, a study of Canadian OTs found only 14% felt confident assessing FtD (Korner-
Bitensky et al. 2010).   
Likewise, there was a statistically significant difference in the self-reported competence in 
assessing FtD with individuals with depression with OT’s rating competency lower than the 
Psychiatrists or GPs.  The differences in confidence and competence may be explained, in 
part, by differences in years in practice and experience. The vast majority of Psychiatrists had 
been in practice on average for 11-25 years while the GPs had been practising on average for 
26-40 years in contrast to the OTs the majority of who had been practising for ten years or 
less. A study of driving assessors, including OTs, reported similar findings in that those with 
less experience reported the lowest confidence (Vrkljan et al. 2013).  
3.5.5 Who is best placed to assess FtD?  
Numerous studies have indicated that a role exists for both physicians and OTs in the 
assessment of FtD (Jones et al. 2012; Molnar et al. 2005; Rapoport et al. 2007). Australian 
GPs and Canadian Physicians have identified that it is their responsibility to undertake FtD 




being referred for further assessment which may include occupational therapy and other 
professions for off-road and on-road testing (Jones et al. 2012; Molnar et al. 2005). In this 
study, physicians were not viewed as the most qualified professionals to assess FtD by 46% 
of the respondents. In the last decade, GPs in Ireland have signed off on medical FtD for over 
600,000 drivers over the age of 70 (Kahvedzic et al. 2015) and are therefore more familiar 
with this process than Psychiatrists or OTs. Internationally assessment of FtD is recognised as 
within the scope of practice of Occupational Therapy (Carr and Ott 2010; Ménard et al. 2012; 
AOTA 2014) but in Ireland, it remains an emerging area of practice. A study of Irish GPs 
assessment of FtD for people with cognitive impairment highlights that, in contrast to other 
countries, OTs are not frequently referred to for driving assessment (Doherty et al. 2015). 
There have been calls for the creation of specialised regional FtD teams who conduct the 
FTD assessments in collaboration with primary care and secondary care teams (Errasoul and 
Daly 2013) and recommendations for the availability of specialised driving centres for a 
comprehensive on-road assessment (Marshall and Gilbert 1999). In order to optimise services 
received by individuals with depression, it appears warranted to delineate the roles of the 
various professionals involved in this area.   
3.5.6 Assessment of FtD and the therapeutic relationship   
In the current study, the largest percentage of Psychiatrists and OTs felt that there would be 
no negative impact on the therapeutic relationship between the patient and the healthcare 
professional if an assessment of FtD were completed. Concern about the impact on the health 
professional-patient relationship if FtD is addressed has frequently been reported (Hawley 
and Galbraith 2010; Marshall and Gilbert 1999; Ménard et al. 2006; Jang et al. 2007).  It is 
important to consider that mental health service users have self- reported that they preferred 
when health care providers said what they thought of a situation, provided honest feedback or 
questioning and provided solutions (Shattell et al. 2007). The largest percentage of GPs felt 
that assessing FtD would have an impact on the therapeutic relationship. A postal survey of 
Irish GPs found that 20% reported that they have had patients leave their practice because of 
driving issues (Doherty et al. 2015). Canadian research has shown a reduction in inpatient 
visits to the physician in the year following the warning that a patient may be unfit to drive 




3.5.7 FtD education and training needs of health professionals  
There is broad consensus across relevant studies that current pre-registration education on 
driving for health professionals is insufficient (Marshall and Gilbert 1999; Steier et al. 2003; 
Brooke and Southward 2006; Niveau and Kelley-Puskas 2001). Similarly, there have been 
consistent calls for post-qualification training for health professionals about driving. The 
findings of this study echo previous research with the majority of respondents reporting that 
the level of information provided by the RSA and resources related to FtD and mental illness 
is insufficient with 83% reporting they would benefit from further education.  
3.5.8 Strengths and limitations  
This survey has several limitations, including a low response rate which may lead to 
nonresponse bias.  Response rates to surveys of health professionals frequently are low and a 
trend towards declining response rates in recent years have been identified. 
The response rate in this survey may have been affected by respondents not perceiving the 
topic to be a priority (Aitken et al. 2008; Drickamer 1993) and the non-use of incentives or 
reminders (Pit and Pyakurel 2014; Cho et al. 2013).  Higher response rates were achieved in 
two other Irish studies of GP’s attitudes to the assessment of fitness to drive; 42.6% (Omer et 
al. 2014) and 52% (Kahvedžić et al. 2015). However, both of these studies related to older 
adults and may have been perceived as a greater clinical priority by GPs. Time and survey 
burden are also frequently cited reasons for physician's non-participation in surveys (Flanigan 
et al. 2008). It has been suggested that response bias may be less of a concern for physician 
surveys compared to surveys of the general population as most of the nonresponse studies 
have found no or only minimal amounts of response bias (Kellerman and Herold 2001).   
This survey relied on snowball sampling, which may introduce sampling bias into the 
findings as participants may tend to suggest people that they know well. Because of this, it is 
conceivable that the participants may share the same traits and characteristics (Dillman et al. 
2009).  In terms of the response validity, the answers provided suggest that the respondents 
were honest; there was a wide range of answers to questions with potential for social-
desirability bias.  Additionally, the use of a survey without personal identifiers usually results 




3.5.9 Implications for practice and research 
Our findings highlight for the first time in Ireland, some of the issues and factors that 
influence FtD decisions among individuals with depression. The findings indicate that there 
is a need for further research, education and training in the area of mental illness and FtD as 
many respondents do not regularly address driving and do not feel competent or confident in 
the assessment of FtD with individuals with depression.  Additional research is needed to 
delineate the role of each profession in the assessment of FtD and to explore the competence 
of health professionals in the use of currently available driving assessments. There is also a 
need for exploration of the experiences and views of individuals with depression to help 
inform practice in this area.   
Since this study was completed, the RSA introduced restricted licensing via the new driving 
licensing codes system (2016). Previous survey research in Canada indicated that the 
availability of a restricted license positively influenced the decision of a majority of 
physicians to report patients medically unfit to drive (Marshall and Gilbert 1999). The 
influence on the practice of the introduction of the restricted license in Ireland and FtD 
assessment needs to be explored.   
3.5.10 Conclusion 
This study indicates that there is a gap between what is expected of health professionals in 
Ireland according to the Sláinte agus Tiomáint Medical FtD Guidelines and the self-reported 
knowledge, attitudes and practices of respondents. Assessment of FtD of individuals with 
depression is complex and requires respondents to balance multiple, oftentimes competing for 
demands such as safety of the individual and other road users and the individual's need for 
independence provided by driving. Although respondents broadly agreed that the assessment 
of FtD is important, they did not report routinely addressing driving with the majority of 
patients with depression. Respondents reported a heavy reliance on informal assessment and 
clinical reasoning in determining FtD. The factors that most influenced their decision making 
around FtD were: impaired cognition, decreased concentration, medication side-effects and 
suicidal ideation/intent. The largest percentage of Consultant Psychiatrists and OTs felt that 
addressing driving would have no negative impact on the therapeutic relationship while GPs 
reported concern about the impact on the therapeutic relationship. Physicians were not 
considered the best profession to assess FtD by a large percentage of respondents. Varying 




respondents reported the need for additional training and education. These findings require 
further validation as low response rates make it difficult to generalise these findings.   
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Chapter 4:  Driving and Depression:  Occupational Therapists current 
knowledge, attitudes, and practices 
Authors:  Sherrie Buckley, Katie Robinson, Tadhg Stapleton 
4.1 Abstract 
 
Driving facilitates engagement in meaningful activities which can contribute to the recovery 
of individuals with depression.  Assessing fitness to drive (FtD) of those individuals is 
important. A cross-sectional survey was administered to determine occupational therapists' 
knowledge, attitudes and current practices related to FtD and depression. Occupational 
therapists perceive they have a duty of care to discuss FtD, used a variety of assessment tools, 
four assessment/intervention strategies were identified, and the need for further education 
was highlighted. Occupational therapists need to consider driving as an IADL to provide a 
truly client-centred service to their clients with depression.   
KEYWORDS 
Driving, community mobility, depression, and occupational therapy 
4.2 Introduction  
 
Community mobility is an instrumental activity of daily living (IADL), that is defined as 
‘planning and moving around the community and using public or private transportation such 
as driving, walking, bicycling, or accessing and riding in buses, taxi cabs or other 
transportation systems’ (AOTA 2014, S 19).  Driving is essential for many individuals with 
depression as it contributes to health and quality of life by maintaining independence and 
facilitating social connectedness, fostering a sense of self, facilitating social involvement and 
access to medical services (AOTA 2016).  For individuals with depression, driving can 
promote wellbeing, social inclusion and recovery by supporting engagement in important 
everyday occupations such as work, school and leisure (Dun et al. 2015; Hawley 2010).  
However, individuals with depression may have impaired driving ability because of 
disruptions in attention, information processing or judgement including reduced ability to 
anticipate, psychomotor retardation, decreased reaction times, sleep disturbances, fatigue and 
suicidal ideation that may exhibit as reckless or impaired driving (Austroads, 2016; 




example, sedation and agitation may also impair driving ability (Brunnauer and Laux 2013, 
Menard and Korner-Bitensky 2008).   
The Irish Sláinte agus Tiomáint Medical Fitness to Drive Guidelines for Group I drivers (car, 
motorcycle & tractor) drivers (RSA 2019) state that individuals with more severe depression 
are ‘not permitted to drive pending the outcome of a medical inquiry and period of stability 
depending on the circumstances will be required before driving can be resumed.  The 
guidelines stress that those who may attempt suicide at the wheel are particularly dangerous.  
Furthermore, the guidelines state that medication must not cause side-effects which would 
interfere with alertness and concentration, although driving is usually permitted if the anxiety 
or depression is long-standing but controlled on doses of psychotropic medication which do 
not impair driving function’ (RSA 2019, p.70).  The Irish guidelines are similar to other 
international guidelines, principally, the UK medical fitness to drive guidelines (DVLA 
2016).    
Fitness to drive (FtD) is a medico-legal concept, suggesting that the license holder satisfies 
the required physical and psychological provisions for safe driving (Larsson, Lundberg, 
Torbjorn and Johansson 2007). In Ireland and other EU countries the responsibility of 
determining whether an individual is medically ‘fit’ to drive falls to the physician.  However, 
the Irish guidelines specify that occupational therapists can play a role in the broader 
assessment of FtD such as an evaluation of general functioning or a judgement on overall 
capacity for driving (RSA 2018, p.14).    
 
4.3 Literature Review 
4.3.1FtD and depression 
Depression is a mood disorder characterised by low mood, loss of interest and enjoyment, 
and reduced energy leading to diminished activity (WHO 2017b).  An estimated 264 million 
people worldwide (WHO 2019) or 212,555 people in Ireland experience depression at any 
given time (WHO 2017a).  A prevalence study of depressive disorders in Europe found that 
urban United Kingdom (17.1%) followed by urban Ireland (12.3%) had the highest 
percentage of depressive disorders in Europe (Ayuso-Mateos et al. 2001).   
The American Psychiatric Association (APA) (2016) asserts that the diagnosis of a mental or 
neurocognitive disorder does in itself not signify impaired driving capacity.  However, the 




interfere with their ability to operate a motor vehicle (APA 2016).  A systematic review of 
seven studies found associations between depression and increased crash rates (Hill et al. 
2017). Though estimates are hindered by the discrepancy in study population and design, 
depression was found to have generally double the crash risk (Hill et al. 2017).  Medications 
used to treat depression can both positively and negatively impact driving; on the one hand, 
medication side effects may adversely affect cognitive and physical processing particularly at 
the initiation of treatment, or when the dosage is increased which may impact safe driving 
(Hill et al. 2017), on the other hand, it is also proposed that medication may also have a 
positive effect on driving performance by helping to improve mental status (De las Cuevas et 
al. 2010). 
4.3.2 Occupational therapy and driving  
The WHO classifies driving as a human function of daily activities and community 
participation (WHO 2002).  Driving is within the domain of occupational therapy and the 
scope of occupational therapy practice (American Occupational Therapy Association 
(AOTA) 2014).  Driving and community mobility are classified as an instrumental activity of 
daily living (IADL) (AOTA 2016) because of their complexity (Davis and Dickerson 2017), 
but they also serve as a means for engagement in many other community-based occupations 
such as work, social participation, school and leisure (Stav 2014).  As such driving and 
community mobility are more than just an IADL; they also serve as an occupation enabler 
(Stav 2014).   
 
All occupational therapists should have the foundational education and training to address 
some driver evaluation and rehabilitation services (AOTA 2010; CAOT 2009) and include it 
within their scope of practice (Slater 2014; Dickerson et al. 2011).  For example, process of 
starting an FtD assessment should begin with the development of an occupational profile 
including the individuals ‘occupational history, patterns of daily living, interests, values and 
needs’ (Davis and Dickerson 2017, p. 9) including how the individual has been mobile in 
their community and home as well as their future mobility plans, these aspects can be 
completed by all occupational therapists (Davis and Dickerson 2017).   
 
Dickerson and Bedard (2014) suggest that when occupational therapists consider driving as a 
functional outcome for clients, they should use many of the same evaluative processes about 




perceptual, emotional and cognitive/insight as with other ADL or IADL tasks.  Therapists can 
then offer a clinical opinion on driving similar to recommendations made regarding discharge 
or the need for supervision (Dickerson and Bedard 2014). Occupational therapists may also 
assess impulsivity in clients with depression since impulsivity is related to risk-taking 
behaviours and difficulty self-regulating (Vrkljan et al. 2015; Menard et al. 2012).  The 
education of clients and their families about the individual’s responsibility as a driver and the 
possible impact of the mental illness, its treatments and comorbidities on FtD (Dun et al. 
2015) is another important role, particularly as the Sláinte agus Tiomáint Medical Fitness to 
Drive Guidelines (2018) emphasise the individual self-reporting their illness or injury. 
However, the need to maintain a client’s community mobility must be balanced with their 
personal safety and the safety of others in the broader community (Slater 2014).  
Occupational therapists also have an ethical obligation to inform the individual and the 
multidisciplinary team (MDT) where there is a likelihood of harm to either the individual or 
society at large (Slater 2014). 
 
Given the prevalence of depression (WHO 2017b), and the inclusion of depression within 
medical FtD guidelines, it is important to understand how occupational therapists approach 
FtD assessment with this population.  However, little is known about an occupational 
therapist's current practice related to FtD and depression.  A UK study found that 
occupational therapists are more likely to detect that a client is a driver and may not be fit to 
drive, however, seldom offered driving advice favouring a ‘softly, softly’ approach and 
developing rapport with the client first (Howley 2015, p.346) while a Canadian study found 
that occupational therapists working in adult mental health felt that they were well suited to 
provide driving-related services but were not ready to undertake the role (Menard et al. 
2012).  Therefore this study aims to explore the current knowledge, attitudes and practice 
related to FtD among occupational therapists working with clients with depression in Ireland. 
 
This paper is part of a larger project which surveyed 228 Consultant Psychiatrists, General 
Practitioners and Occupational therapists in Ireland regarding their knowledge of the FtD 
guidelines, caseloads, current practices in evaluating medical FtD and attitudes around FtD 
for individuals with depression (Buckley et al. 2017).  The outcomes of this more extensive 
survey found that assessment of FtD was deemed important by 75% of participants; however, 




considered to be an important factor in FtD decisions by 91.6% of respondents with an 
informal discussion/assessment as the most frequent type of evaluation used.  Respondents 
identified impaired cognition, decreased concentration, medication side-effects, suicidal 
ideation/intent and reduced reaction time as the issues with the most significant impact on 
their FtD decisions.  Occupational therapists reported lower levels of confidence and 
competence in assessing FtD and satisfaction with the FtD driving assessment processes 
versus the Consultant Psychiatrists and General Practitioners (GPs) (Buckley et al. 2017).  
The results reported in this paper are being published for the first time and relate to five 
survey questions specifically for occupational therapists. 
 
4.4 Method 
4.4.1 Survey design 
A cross-sectional survey of occupational therapists working in mental health and primary 
care was utilised to gather information on their current knowledge, attitudes, and practices 
related to evaluating FtD with individuals with depression. The authors developed the 20 item 
survey (Buckley et al. 2017) for health professionals working in Ireland through a review of 
the literature, brainstorming, consultation with methodology experts, pilot testing and 
refinement of questions.  The occupational therapists received a survey with five additional 
questions to determine if they consistently assess FtD with individuals with depression, learn 
current assessment and intervention practices and get an overview of their perceptions on 
their role in assessing FtD with individuals with depression.  The areas included: current 
assessment processes, including the assessments used and attitudes regarding assessing FtD 
as an occupational therapy role.  These questions were primarily open-ended to allow for 
their views to be developed and understood.  This paper will examine the survey findings 
specific to occupational therapists' beliefs and practice in evaluating FtD with individuals 
with depression.  The surveys were distributed electronically through the Association of 
Occupational Therapists of Ireland (AOTI), and paper surveys were left at the AOTI Mental 
Health and Primary Care advisory group study days. 
4.4.2 Recruitment 
Purposeful sampling targeted occupational therapists working in primary care and mental 
health, followed by snowball sampling in the form of colleague referrals were used to recruit 




mental health and primary care was not available at the time of the survey as state registration 
was not compulsory and not all occupational therapists are members of the AOTI. 
Electronic survey requests were sent via email and included a link to the uniform resource 
locator (URL) for the survey along with an information sheet.  Paper-based surveys were 
available at AOTI Primary Care and Mental Health Advisory Group study days.  The survey 
was anonymous, and completion implied consent.  Recruitment (sampling & method) has 
previously been discussed in the Buckley et al. (2017) paper.   
Ethical approval was granted by the Research Ethics Committee (Protocol 07/13).      
 
4.4.3 Data analysis 
The completed surveys were inputted into the Statistics Package for Social Sciences (SPSS) 
version 22 (IBM Corp. 2013). Descriptive statistics were used to describe the results.   
Qualitative content analysis was used to analyse the content of the responses to open-ended 
questions. There are several distinct approaches to qualitative content analysis. A 
conventional approach to content analysis was adopted as described by Hsieh and Shannon 
(2005). The Hsieh and Shannon (2005) approach was appropriate, given the researchers aim 
to present a descriptive account of findings.  Data analysis commenced with the author (SB) 
reading all free-text responses to all question items repeatedly to achieve immersion. Then, 
data were read word by word to identify codes of key ideas or concepts in the data in 
response to the research question. The researcher then generated descriptions of each code. 
Codes and code descriptions were read and sorted into categories based on how the codes 
linked together. At this stage, all authors (SB, TS and KR) discussed emergent categories and 
agreed definitions of each category. The researcher (SB) identified exemplar quotes for each 




The sample demographics of the 96 respondents are presented in Table 5. The majority of 




and had been practising as an occupational therapist for less than five years (n=32, 33%).  
Notably, only two respondents had any FtD training (2%). 
 
Table 5: Demographics 
Total Responses n = 96 
Area of Work Primary Care   
Mental Health 
n = 57 (59%) 
n = 39 (41%) 





n = 18 (19%) 
n = 68 (72%) 
n = 4 (4%) 
n = 6 (6%) 
% Caseload with Depression 
(primary diagnosis) 
Less than 15%  
16-30% 












Age of Clients with Depression 18-25 years 
26-65 years 


























4.5.2 Current attitudes regarding assessing FtD 
The majority of occupational therapists (n=77, 80%) reported that they perceive themselves 
as having a duty of care to their clients and the public to discuss FtD with individuals with 
depression and the most considerable percentage (n=68, 71%) recognised the assessment of 
FtD as important.  Of the twenty-one respondents who provided comments on this topic, four 
(19%) acknowledged that driving is a valuable IADL upon which many daily routines and 
functions depended, and as such was a significant aspect of the client’s daily life that should 
be addressed by occupational therapists:   
 
‘This is an important aspect of an assessment, particularly for clients in the 
community who continue to be as independent as possible and perform their daily 
lives. An occupational therapist's role is to help these individuals restore and maintain 
their function within their own homes and community. Driving is a skill that is part of 
some individual’s daily routine, and this has an impact on how they continue to live 
within their homes and their community, therefore, assessing a client in this area is 
valuable’ (participant 36) 
 
An additional four respondents (19%) commented on the importance of being able to 
drive to facilitate independence and engagement in meaningful activities. 
‘Driving is a means of engaging in meaningful occupations and would not be 
overlooked as an area of function which should be facilitated and maintained’ 
(participant 6) 
 
A further four respondents (19%) commented that when it came to addressing fitness 
to drive in their practice, they prioritised safety over the meaning or value of driving as an 
occupation.  
‘I feel that sometimes, I get caught up in the health & safety aspect within this area 





Finally, five occupational therapists (n=5, 24%) cited barriers such as lack of time, 
lack of resources and multidisciplinary team dynamics as reasons that prevent them 
from addressing driving as an IADL.   
‘It (driving) is very influenced by the profession's core values …we have not had the 
resources to complete assessments ourselves’ (participant 81) 
 
4.5.3 Current practices in Ireland 
Respondents indicated a variety of assessment tools were used in practice when assessing 
FtD with clients with depression (see Table 6). The most frequently used assessment was the 
10 item MMSE (Folstein et al., 1975) (n=36, 38%). 
Table 6:  Driving assessments reported to be used by occupational therapists in Ireland 
 
Similarly, the 10 item MMSE (Folstein et al., 1975) was perceived by occupational therapists 





Assessment N=Number of Therapists
Mini-Mental State Examination 36
Rivermead Behavioural Memory 29
Range of Motion (ROM) 24
Clock Drawing Test 20
Cancellation Test 17
Muscle Strength 16
Assessment of Motor and Process Skills (AMPS) 14
Visual Acuity 13
Motor Free Visual Perception Test (MVPT) 12
Trail Making Test-B (TMT-B) 7
Trail Making Test-A (TMT-A) 6
Other- I.E. Montreal Cognitive Assessment (MoCA) 5
Rookwood Driving Battery 4




Table 7: Perceived usefulness of assessment related to FtD with individuals with 
depression  
 
ROM= Range of Motion 
AMPS= Assessment of Motor and Process Skills 
TMT-A= Trail Making Test-A 
TMT-B= Trail Making Test-B 
MVPT= Motor Free Visual Perceptual Test 
MMSE= Mini-Mental State Examination 
RBMT= Rivermead Behaviour Memory Test 


































Assessment No. Therapists No. Therapists No. Therapists
Visual Acuity 6 6 4
ROM 7 8 7
Muscle Strength 3 9 3
AMPS 3 5 8
TMT-A 4 4 3
TMT-B 2 4 4
MVPT 5 7 5
Clock Drawing Test 10 7 3
MMSE 16 7 4
Cancellation Test 7 5 5
RBMT 13 11 4
Rookwood Driving Battery 3 3 3
OT-DORA 3 2 3




Respondents identified an array of assessment measures used to assess FtD, including some 
which are not typically associated with mental health such as ROM and muscle strength.  Of 
note only, 7% (n=7) of occupational therapists reported that they consistently assess driving 
with individuals with depression.    
Analysis of responses (n-68) to an open-ended question identified four categories of FtD 
assessment/intervention practices with individuals with depression:   
➢ Refer to other disciplines/professionals 
➢ Provision of driving-related advice/education 
➢ FtD is only appropriate for those with physical/cognitive disabilities 
➢ Did not assess FtD  
 
4.5.4 Refer to other disciplines/professionals 
Almost a third of occupational therapists (n=21, 31%) reported that in addressing driving 
with clients, they would direct the individual to another discipline/professional such as the 
Psychiatrist, Pharmacist, GP or an Approved Driving Instructor (ADI) for an on-road 
assessment.  
‘I advise them to discuss their concerns, which are always related to medication, with 
their Dr and Pharmacist’ (participant 39)  
 
‘Would not routinely address this area with this client group unless, for example, 
family raised concerns re driving or obvious cognitive deficits were highlighted. 
Would then recommend an on-the-road driving assessment’ (participant 21) 
 
None of the comments referenced the occupational therapist communicating with other MDT 
members about their client’s FtD concerns. Instead, the therapists reported that they direct the 
client to another professional/discipline for more specific advice or assessment rather than 
conducting an interview and assessment to ascertain the particular driving needs of the client 
and then the therapist themselves communicating with other MDT members/professionals.   
4.5.5 Provision of driving-related advice/education 
A similar number of occupational therapists (n=24, 35%) reported that they would provide 




journeys or only to drive locally and not to drive when unwell, under the influence of 
alcohol/drugs or at busy traffic times.    
‘Depends on the level of depression - For some it is the time of day, sticking to low 
demand, short local routes, For others who are not currently too depressed, I wouldn't 
have made any recommendations before’ (participant 72) 
 
Responses indicate the therapist’s decision to discuss FtD may be based on their perception 
of the severity of depression and the client’s perceived FtD risk instead of conducting an 
interview and assessment to determine how the depression/medication may be impacting on 
the individual’s actual occupational performance. 
 
4.5.6 FtD is only appropriate for those with physical/cognitive disabilities 
A few occupational therapists (n=4, 6%) viewed the assessment of FtD as a concern for 
people with a physical disability or cognitive issue only and failed to see the mental health 
implications for driving 
‘It is a question I am more likely to ask someone with physical difficulties, e.g. 
RA/progressive & cognitive conditions such as dementia’ (participant 16) 
 
‘We think more about fitness to drive in people with dementia and the elderly, but the 
effects of depression, are considered less, and lack of awareness is probably key’ 
(participant 66) 
 
None of the respondents commented on symptoms specific to depression or medication side-
effects related to depression and how it may impact on driving ability.  However, there were 
several general comments related to cognition and tiredness, but the answers lacked detail in 
how they were addressed within clinical practice.   
 
4.5.7 Did not address FtD 
 In the fourth category of practice reported, occupational therapists (n=19, 28%) did not offer 
any advice or intervention related to FtD with individuals with depression.   
 ‘None at present - I rely on the psychiatrist to provide all advice and or risk 





A further six occupational therapists (n=6, 8%) working in mental health commented that the 
role was better suited to occupational therapists working with people with physical 
disabilities. 
‘I think it is important, but I think it should be done by a disability OT as I feel it 
would possibly end some therapeutic relationships for the MH (mental health) OT 
because you have to sit in judgment of the client as the atmosphere of acceptance is 
huge in MH.’ (participant 78) 
4.5.8 Further education 
Occupational Therapists almost unanimously agreed 98.0% (n=94) that there was a need for 
further education and training on FtD related to depression including legislation/guidelines, 
off-road assessments, how depression affects driving, how to initiate a discussion around 
driving and to determine who is ultimately responsible for the driving decisions?   
 
 ‘I would appreciate even the most basic training- how depression affects it, how to 
discuss it, who is ultimately responsible these days -how long they might be off the 
road for when they might be allowed to drive again etc.’  (participant 66) 
4.6 Discussion and Implications 
 
This research aimed to explore the current assessment and intervention practices of 
occupational therapists related to FtD with individuals with depression in Ireland.  A previous 
publication from this study has reported that the majority of occupational therapists (80%) 
perceive the assessment of FtD as important.  However, only a small percentage (7%) of 
respondents consistently assess FtD (Buckley et al. 2017).  In the findings presented for the 
first time in this paper, it was identified that 28% of occupational therapists did not assess 
FtD with individuals with depression.  These figures are lower than a Canadian study which 
found that occupational therapists assessed/discussed driving with 30% of their clients with a 
mental illness (Rouleau et al. 2010), a role that is legislated for in some Canadian 
providences.  While a more recent study of Canadian occupational therapists working in 
mental health found that many conducted less than two driving screens per week with several 
carrying out none (Carey et al. 2018), this suggests that FtD with individuals with a 
psychiatric illness also does not feature internationally as part of routine clinical occupational 




with depression (Hill et al. 2017), occupational therapists continue to overlook the driving 
needs of their clients with depression.  
 
Some of the reasons suggested as to why driving may be neglected with this population 
include the fluctuating nature of the illness (Dun et al. 2015; Unsworth 2010), the complexity 
in predicting distressed behaviour (De las Cuevas et al. 2010) supposing the individual does 
not drive or not linking the diagnosis with driving ability (Buckley et al. 2015), a lack of 
understanding and experience in the area of driving and community mobility (Davis and 
Dickerson 2017; Menard et al. 2012) and a lack of confidence and competence in assessing 
FtD  (Buckley et al. 2017; Davis and Dickerson, 2017).   
 
A paradox has been uncovered in that occupational therapists in this survey identified that 
driving is an IADL that facilitates independence, aids recovery from depression and should 
be addressed, however, the findings indicate that addressing driving is infrequently a feature 
of practice with this population. When driving is addressed, occupational therapists are 
inclined to refer on to other members of the multidisciplinary team (MDT) or refer externally 
for an on-road assessment without first completing any occupational therapy specific off-road 
assessment/s.  
 
Just over one-third of occupational therapists report they provide some driving-related 
advice/education to individuals with depression and 6% of occupational therapists in this 
study state they discuss or address driving with individuals with depression only in the 
context of another physical or cognitive disability.  It is sometimes straightforward to see 
how a physical or cognitive disability can affect driving.  However, some mental health 
conditions, particularly in the acute phase, may have a greater impact on driving than certain 
physical impairments (Unsworth 2010).  Although not widely recognised depression does 
impact driving ability (Hill et al. 2017; Unsworth et al. 2017; Bulmash et al. 2006), and 
occupational therapists have an important role to play in FtD decisions.  Driving issues are 
important at many points in a client’s care due to fluctuations in health, treatment alterations 
or life events (Dun et al. 2015).  Occupational therapists can engage with the client and the 
wider MDT around the FtD decisions as they can contribute to the assessment of many 
factors related to driving ability such as impulsivity (Unsworth et al. 2017; Vrkljan et al. 





A few (n=6) occupational therapists in this study reported the role of assessing FtD with 
individuals with depression was more suitable for occupational therapists working with 
people with physical disabilities and cited trepidation about damaging the rapport as a 
primary reason for not addressing driving with clients with depression.  Concern about the 
assessment of FtD damaging the therapeutic relationship may not be valid as a UK study 
found that occupational therapists disagreed that providing driving advice had a damaging 
effect on the patient-professional relationship (Hawley 2014) and mental health service users 
had reported that they prefer when healthcare providers said what they thought of a situation, 
provided truthful feedback or questioning and offered solutions (Shattell et al. 2007). 
 
Overall, 28% of occupational therapists did not provide any advice or attempt to address the 
driving needs of their clients with a diagnosis of depression.  The majority of participants in 
this study had not completed any further training on FtD.  It is not recommended that the 
generalist occupational therapist determine driving competence, but they can capably make 
recommendations about driving such as the need for an on-road assessment and bring those 
recommendations to the MDT (Davis and Dickerson 2017; Dickerson and Bédard 2014; 
CAOT 2009).  Reflecting this the Slainte agus Tiomaint FtD guidelines (2019) recognise the 
contribution of occupational therapy in the off-road assessment. Given that occupational 
therapists work with many groups of people who experience challenges that make them 
vulnerable to being medically-at-risk drivers further training at pre and post-registration 
levels would likely benefit all occupational therapists.  Occupational therapists working in 
mental health, primary care and other practice areas can work as generalists or specialists in 
driving. 
 
Many occupational therapists (38%) claimed to recognise the meaning and importance of 
driving as an occupation.  Despite this, limited engagement was found among occupational 
therapists in Ireland regarding addressing the driving needs of their clients with depression.  
Similarly, occupational therapists working in mental health in Canada reported they had a 
professional responsibility to ask about driving and considered they should participate in 
driving screening, but they were not necessarily ready to undertake the role (Menard et al. 
2012).  This finding is troubling as it has been suggested that occupational therapists have a 




with their clients for that client to truly partake and engage in their daily occupations 
particularly if driving is an IADL that is meaningful to the client (Slater 2014).  
 
Few occupational therapists reported using off-road assessments with an evidence base 
related to driving.  The MMSE (Folstein et al. 1975) was identified as the most used 
assessment and the most useful assessment by occupational therapists assessing FtD with 
individuals with depression.  A reason could be because the MMSE is readily available in 
most mental health and primary care settings in Ireland.  While the MMSE has been found to 
have rigorous psychometric properties, it has limited evidence to predict on-road performance 
(Vrkljan et al. 2011) which is a concern if it is being used to assess or make a judgement 
regarding driving ability.  No single off-road assessment will offer specific guidance in 
linking the various factors required for recognition of an at-risk driver, and none address the 
complex clinical reasoning involved for driving assessment (Carey et al. 2018; Vrkljan et al. 
2011). 
 
Respondent’s overwhelming (98%) reported a need for further education on the assessment 
of FtD with this population demonstrating a lack of knowledge in this area with only 2% 
reporting any post-graduate training in driving, which considering the advancement of 
driving within the profession internationally is of concern.  Therefore, it is not surprising that 
occupational therapists in this study identified a requirement for further education and 
training in the area of FtD.  A survey of health professionals in Ireland, including these 
respondents, found that 86% of occupational therapists reported they were not confident in 
assessing FtD with individuals with depression and only 19% reported feeling competent in 
assessing FtD (Buckley et al. 2017).  There is an internationally recognised need for further 
education and research into the area of driving and mental health (Buckley et al. 2017; 
Hawley 2014; Menard et al. 2012; Menard et al. 2008).   
 
4.7 Limitations and Further Research  
 
This study has several limitations, including a low response rate which may lead to 
nonresponse bias (Dillman et al. 2009).  Response rates to surveys of health professionals are 
frequently low, and a downward trend of decreasing response rates in recent years has been 




in sampling bias into the results as respondents may tend to recommend people they know 
and because of this, it is plausible that respondents may share similar traits and characteristics 
(Dillman et al. 2009).   
 
This study highlighted for the first time some of the issues that influence occupational 
therapists FtD decisions with individuals with depression.  The findings are similar to studies 
conducted in other countries such as Canada and Australia that have found that occupational 
therapists feel they are suited to provide driving services but not ready to undertake the role 
(Dun et al. 2015; Menard et al. 2012).  As there is a need for further education and research, 
it would be beneficial to interview occupational therapists who reported that they currently 
assess FtD with individuals with depression about their assessment and intervention practices 
and this knowledge used to develop or update existing screening guidelines which could then 
be used by generalist occupational therapists.  Additionally, little is known about the client’s 
perspective of driving with depression or the role driving plays in their recovery.  
4.8 Conclusion 
 
With over 264 million people living with depression (WHO, 2019) driving is not only an 
important IADL for many of those individuals, but it also allows for the engagement in other 
meaningful activities such as work and leisure which contribute to their recovery.  However, 
there is a gap in clinical practice.  Occupational therapists in this study view driving as a 
meaningful occupation for their clients and they recognise the importance of driving in their 
client’s recovery (71%).  However, participants also reported a lack of competency regarding 
the assessment of FtD, which may help explain why driving is not being addressed or 
occupational therapists are referring clients to other disciplines.  Additional training and 
education on driving and mental health are urgently required, but occupational therapists also 
need to be more proactive in considering the importance of driving within their practice in 
order to provide a truly client-centred service to their clients.  By not participating in driving 
assessment and intervention leave occupational therapists in Ireland in danger of allowing 
clients vulnerable to unnecessary risk or without the services and support they need to 
continue to drive safely.  Finally, the lack of involvement in driving assessment may weaken 
any possible future role for occupational therapists in this area of practice if they do not start 





4. 9 References 
 
American Occupational Therapy Association (2016)’ Driving and Community Mobility’, 
American Journal of Occupational Therapy, 70: 7012410050, available:  
https://doi.org/10.5014/ajot.2016.706S04 0,  
American Occupational Therapy Association (2014) ‘Occupational Therapy Practice 
Framework: Domain and Process (3rd Edition)’, American Journal of Occupational Therapy, 
68(Supplement_1), S1-S48, available:  doi: 10.5014/ajot.2014.68s1 
American Psychiatric Association (2016) Position statement on the role of psychiatrists in 
assessing driving ability, available:  https://www.psychiatry.org/.../About.../Position-2016-
Assessing-Driving-Ability.pdf [accessed 23 June 2017]. 
Austroads (2016) Assessing fitness to drive for commercial and private vehicle drivers. (5th 
ed,). Sydney, Australia, available:  https://austroads.com.au/drivers-and-vehicles/assessing-
fitness-to-drive  
Ayuso-Mateos, J., Vázquez-Barquero, J., Dowrick, C., Lehtinen, V., Dalgard, O. and Casey, 
P. et al. (2001)’Depressive disorders in Europe: prevalence figures from the ODIN study’, 
British Journal of Psychiatry, 179(04), 308-316, available:  doi: 10.1192/bjp.179.4.308 
Bowling, A. (2009) Research Methods in Health:  Investigation Health and Health Services. 
(3rd ed.), Berkshire, England:  Open University Press. 
Brunnauer, A., and Laux, G. (2013) ‘The effects of most commonly prescribed second 
generation antidepressants on driving ability: a systematic review’, Journal of Neural 
Transmission, 120(1), 225-232, available:   doi: 10.1007/s00702-012-0833-8 
Buckley, S., Robinson, K., and Stapleton, T. (2017) ‘Driving and depression: Health 





Buckley, S., Robinson, K. and Stapleton, T. (2015) ‘Medical fitness to drive and mental 
health:  Are you aware of the guidelines?’, Irish Journal of Occupational Therapy, 43, 35-39. 
Bulmash, E., Moller, H., Kayumov, L., Shen, J., Wang, X. and Shapiro, C. (2006) 
‘Psychomotor disturbance in depression: Assessment using a driving simulator paradigm’, 
Journal of Affective Disorders, 93(1-3), 213-218, available: doi: 10.1016/j.jad.2006.01.015 
Canadian Occupational Therapy Association. (2009). CAOT position statement occupational 
therapy and driver rehabilitation, available:   https://www.caot.ca/document/3704/O%20-
%20OT%20and%20Driver%20Rehab.pdf  
Carey, A., Burton, C., Grochulski, A., Pinay, P. and Remillard, A. (2018) ‘Development of 
the Saskatchewan psychiatric occupational therapy driving screen’, British Journal of 
Occupational Therapy, 81(4), 187-195, available:  doi: 10.1177/0308022617752065 
Cho, Y., Johnson, T. and VanGeest, J. (2013) ‘Enhancing Surveys of Health Care 
Professionals’, Evaluation & The Health Professions, 36(3), 382-407, available: doi: 
10.1177/0163278713496425 
Davis E.S. and Dickerson, A. (2017) ‘OT-DRIVE; Integrating the IADL of driving and 
community mobility into routine practice’, OT Practice, 22(13), 8-14. 
De las Cuevas, C., Ramallo, Y. and Sanz, E. (2010) ‘Psychomotor performance and fitness to 
drive: The influence of psychiatric disease and its pharmacological treatment’, Psychiatry 
Research, 176(2-3), 236-241, available:  doi: 10.1016/j.psychres.2009.02.013 
Denscombe, M. (2010) The Good Research Guide?  For Small-Scale Social Research 
Projects. (4th ed.), Berkshire, England: Open University Press. 
Dickerson, A. and Bédard, M. (2014) ‘Decision Tool for Clients with Medical Issues: A 
Framework for Identifying Driving Risk and Potential to Return to Driving’, Occupational 
Therapy in Health Care, 28(2), 194-202, available: doi: 10.3109/07380577.2014.903357 
Dickerson, A., Reistetter, T., Davis, E., and Monahan, M (2011) ‘Evaluating Driving as a 
Valued Instrumental Activity of Daily Living’, American Journal of Occupational Therapy, 




Dillman, D.A., Smyth, J.E., and Christian, L.M (2009) Internet, Mail and Mixed-Mode 
Surveys:  The Tailored Design Method. (3rd ed.), Hoboken, NJ:  Wiley.  
Driver and Vehicle Licensing Agency (2016) Assessing fitness to drive:  A guide for medical 
professionals, Swansea, England: Driver and Vehicle Licensing Agency, available:  
https://www.gov.uk/government/publications/assessing-fitness-to-drive-a-guide-for-medical-
professionals. 
Dun, C., Baker, K., Swan, J., Vlachou, V. and Fossey, E. (2015) ‘‘Drive Safe’ initiatives: An 
analysis of improvements in mental health practices (2005–2013) to support safe driving’, 
British Journal of Occupational Therapy, 78(6), 364-368, available: doi: 
10.1177/0308022614562785. 
Hawley, C. (2010) ‘Return to driving after head injury’, Journal of Neurology, Neurosurgery 
& Psychiatry, 70(6), 761-766, available: DOI: 10.1136/jnnp.70.6.76 
Hawley, C. (2015) ‘Knowledge and attitudes of occupational therapists to giving advice on 
fitness to drive’, British Journal of Occupational Therapy, 78(6), 339-348, available: DOI: 
10.1177/0308022614562402. 
Hill, L., Lauzon, V., Winbrock, E., Li, G., Chihuri, S., and Lee, K. (2017) ‘Depression, 
antidepressants and driving safety’, Injury Epidemiology, 4(10), available: doi: 
10.1186/s40621-017-0107-x. 
Hsieh, H.F. and Shannon, S.E. (2005) ‘Three approaches to qualitative content analysis’, 
Qualitative Health Research, 15(9), 1277-1288. 
IBM Corporation (2013) IBM SPSS Statistics for Windows (Version 22.0) [Statistics 
software]. Armonk, NY: IBM Corporation 
Korner-Bitensky, N., Sofer, S., Gelinas, I. and Mazer, B. (1998) ‘Evaluating driving potential 
in persons with stroke: a survey of occupational therapy practices’, American Journal of 




Lam, R., Michalak, E. and Swinson, R. (2005). Assessment scales in depression, mania and 
anxiety. London: Taylor and Francis. 
Larsson, H., Lundberg, C., Falkmer, T. and Johansson, K. (2007) ‘A Swedish survey of 
occupational therapists’ involvement and performance in driving assessments’, Scandinavian 
Journal of Occupational Therapy, 14(4), 215-220, available:  doi: 
10.1080/11038120601110983. 
Ménard, I. and Korner-Bitensky, N. (2008) ‘Fitness-to-drive in persons with psychiatric 
disorders and those using psychotropic medications’, Occupational Therapy in Mental 
Health, 24(1), 47-64, available:  doi: 10.1300/j004v24n01_04 
Ménard, I., Benoit, M., Boulé-Laghzali, N., Hébert, M., Parent-Taillon, J. and Pérusse, J. et 
al. (2012) ‘Occupational therapists’ perceptions of their role in the screening and assessment 
of the driving capacity of people with mental illnesses’ Occupational Therapy in Mental 
Health, 28(1), 36-50, available, DOI: 10.1080/0164212x.2011.650962 
Redepenning, S. (2006). Driver rehabilitation across age and disability: An occupational 
therapy guide. Bethesda, MD: American Occupational Therapy Association. 
Road Safety Authority (2019). Slainte agus Tiomaint Medical Fitness to Drive Guidelines. 
(8th ed).  Dublin, Ireland: Road Safety Authority, available: 
https://www.rsa.ie/Documents/Licensed%20Drivers/Medical_Issues/Medical%20Fitness%20
Guidelines.pdf  [accessed 30 August 2019]. 
Rouleau, S., Mazer, B., Ménard, I. and Gautier, M. (2010) ‘A Survey on Driving in Clients 
With Mental Health Disorders’, Occupational Therapy in Mental Health, 26(1), 85-95, 
available: doi: 10.1080/01642120903515318 
Shattell, M., Starr, S. and Thomas, S. (2007)’?Take my hand, help me out?: Mental health 
service recipients' experience of the therapeutic relationship’, International Journal of Mental 
Health Nursing, 16(4), 274-284, available: doi: 10.1111/j.1447-0349.2007.00477.x 
Slater, D. (2014) ‘Consensus Statements on Occupational Therapy Ethics Related to 





Stav, W. (2014) ‘Consensus Statements on Occupational Therapy Education and Professional 
Development Related to Driving and Community Mobility’, Occupational Therapy in Health 
Care, 28(2), 169-175, available: doi: 10.3109/07380577.2014.904536 
Unsworth, C.A. (2010) ‘Issues surrounding driving and driver assessment for people with 
mental health problems’, Mental Health Occupational Therapy, 5(2), 41-44.  
Unsworth, C., Baker, A., So, M., Harries, P. and O’Neill, D. (2017) ‘A systematic review of 
evidence for fitness-to-drive among people with the mental health conditions of 
schizophrenia, stress/anxiety disorder, depression, personality disorder and obsessive 
compulsive disorder’, BMC Psychiatry, 17(1), available:  doi: 10.1186/s12888-017-1481-1 
Vrkljan, B., McGrath, C. and Letts, L. (2011) ‘Assessment Tools for Evaluating Fitness to 
Drive: A Critical Appraisal of Evidence’, Canadian Journal of Occupational Therapy, 78(2), 
80-96, available: doi: 10.2182/cjot.2011.78.2.3 
Vrkljan, B., Myers, A., Blanchard, R., Crizzle, A. and Marshall, S. (2015) ‘Practices Used by 
Occupational Therapists and Others in Driving Assessment Centers for Determining Fitness-
to-Drive: A Case-Based Approach’, Physical & Occupational Therapy in Geriatrics, 33(2), 
163-174, available:  doi: 10.3109/02703181.2015.1016647 
World Health Organization (2019). Depression fact sheet. Retrieved from  
https://www.who.int/news-room/fact-sheets/detail/depression [accessed 6 January 2020]. 
World Health Organization (2017a). Depression and other common mental disorders:  




World Health Organization (2017b) Depression fact sheet, Switzerland, available: 
http://www.who.int/mediacentre/factsheets/fs369/en  [accessed 08 March 2017]. 
World Health Organization (2002) Toward a common language for functioning, disability 
and health- ICF, available:  https://www.who.int/classifications/icf/icfbeginnersguide.pdf 




Chapter 5:  Discussion  
5.1 Principal Findings 
 
This study aimed to examine the current knowledge, attitudes, and practices related to fitness 
to drive (FtD) and depression amongst health professionals in Ireland.  This aim was 
achieved through; an overview of the Slainte agus Tiomaint guidelines (Chapter 2) which 
outlined the recently published guidelines related to mental health and addiction in Ireland 
and a survey of health professional’s (n=228), (psychiatrists, general practitioners, and 
occupational therapists), current knowledge, attitudes and practices related to FtD and 
depression (Chapters 3 and 4).  
Chapter two serves to contextualise Fitness to Drive in an Irish context. Legally medical 
fitness to drive is governed by the European Union (EU) law and policy made in Ireland 
under the Road Traffic Acts.  EU Directive (91/439/EEC) amended by Directive 
2009/112/EC compels member states including Ireland, to establish minimum medical 
standards of fitness to drive (RSA 2014, p. 75).  To comply with this directive, the Irish 
National Office for Traffic Medicine introduced the Sláinte agus Tiomáint Medical Fitness to 
Drive Guidelines in February 2013, and the guidelines are reviewed annually. In chapter two, 
these guidelines are presented for an occupational therapy audience, and their significance 
and relevance to clinical practice with service users with mental health difficulties are 
discussed. This paper served to disseminate the guidelines to the Irish Occupational Therapy 
community to support their uptake in practice.   
In chapters three and four a cross-sectional survey of health professionals, including 
psychiatrists, general practitioners, and occupational therapists, working with service users 
with mental health difficulties revealed a discrepancy between their current practices and the 
Fitness to Drive guidelines, and the international FtD research literature. Although 
assessment of FtD was deemed important by the majority (75%) of respondents, routine 
discussion of driving with clients was reported by a minority of respondents (39.5%).  The 
majority of respondents relied on an informal discussion or assessment, and some were 
concerned that addressing driving with clients would negatively impact the therapeutic 
alliance. In line with the existing body of empirical research respondents identified a range of 
significant factors that influence their FtD decision making including; impaired cognition, 




reaction time. Varying levels of confidence and competence were self-reported by all 
professions, with the occupational therapy respondents tending to have the lowest levels of 
self-reported confidence and competence in the assessment of fitness to drive. All 
respondents across the three professions reported the need for additional training in the area 
of assessment of fitness to drive.   
In paper four, responses by occupational therapists to the survey were explored and 
considered in light of the philosophy and scope of practice of the profession. A paradox was 
revealed in the occupational therapists’ responses; although they identified that driving is an 
IADL that facilitates independence, aids recovery from depression and should be addressed, 
the findings indicate that occupational therapists infrequently engage in active exploration of 
this IADL with their clients. When driving is addressed, occupational therapists were inclined 
to refer on to other members of the multidisciplinary team (MDT) or externally for an on-
road assessment. 
5.2 Discussion of Thesis Findings 
 
5.2.1 Driving and occupational therapy  
Driving a motor vehicle is a meaningful occupation in many people’s lives as it facilitates 
several everyday activities such as accessing family, friends, shops, services, employment 
and recreation (Dun et al. 2015, Unsworth 2010).  Even when other forms of transportation 
are available, driving remains the most satisfying and favoured mode of travel (Larsson et al. 
2007; Gillins 1990).  Occupational therapists are regarded as the experts in the relationship 
between occupation, health, and well-being and are uniquely positioned to address client’s 
driving and community mobility needs (Dun et al. 2015; Unsworth 2010).  The medically-at 
risk driver impacts many practice areas and age groups as disease processes may influence 
our client's ability to drive safely. It is possible that service users across all areas of 
occupational therapy practice and across the life span may present as medically-at-risk for 
driving because of an underlying disability or disease process, therefore, driving needs to be 
addressed with all service users with health conditions that may affect driving, including 
depression as well as other mental health disorders.  The occupational therapist involvement 
in driving has been identified as one of the top 10 emerging areas of practice (Stav 2014; 
Johansson 2000).  However, much of the research focus is dominated by investigating the 




acquired disorders such as brain injury (stroke) (Unsworth et al. 2017) and their impact on 
FtD. A recent systematic review of FtD literature and mental health where the focus was not 
on medication revealed only sixteen studies and the overall quality of the studies examining 
FtD was low (Unsworth et al. 2017).  This review found that the main issues to be considered 
about determining FtD for people with a mental health diagnosis are: the changeable nature 
of the illness and symptoms, the level of driver insight, more significant evidence on the 
impact of non-medication related psychomotor and cognitive deficits on driving ability and a 
lack of research to assist health professionals in making FtD recommendations (Unsworth et 
al. 2017).  Additionally, there have been several initiatives by occupational therapy 
professional bodies to increase confidence and competence in driving, but the focus is on 
physical and cognitive problems associated with ageing and their impact on FtD.  The 
American Occupational Therapy Association (AOTA 2019) has maintained the Older Driver 
initiative endorsing workshops, providing mini-grants, initiatives such as CarFit and the 
Practitioner Toolkit as well as dedicated a part of their website to increasing growth in this 
area (Dickerson 2012) and the Canadian Occupational Therapy Association have two driving 
initiatives, CarFit and The National Blueprint for Injury Prevention in Older Drivers (CAOT 
2016).  Yet the challenge of assessing or screening the driving ability of drivers of all ages, 
especially in the area of mental health continues (Carey et al. 2017; Ménard et al. 2012; 
Unsworth, 2010; Vrkljan et al. 2011).   
5.2.2 Occupational therapy ethos and driving 
Occupational therapy assessment and intervention are focused on addressing the client’s 
occupational performance abilities and deficits to maximise participation in daily activities 
that are necessary and important to the individual (AOTA 2014). The unique focus of 
occupational therapy reflects the philosophical basis of the profession. It has been suggested 
that occupational therapists have an ethical responsibility to consider their client’s mobility, 
as mobility is an important enabler that facilitates the person to participate in their daily 
routines (Slater 2014; Hunt and Slater 2012). While 80% (n=77) of occupational therapists in 
this study reported that they perceive that they have a duty of care to their clients and public 
to discuss FtD with individuals with depression and 71% (n=68) acknowledge the assessment 
of FtD as important, in clinical practice only 35% (n=24) of occupational therapists reported 
that they would provide some driving-related advice or education to clients with depression. 




resources, multidisciplinary team dynamics and lack of confidence and competence (chapter 
4).  
For individuals with depression, driving can play an essential role in overcoming challenges 
such as isolation and can support re-engagement in daily occupations during recovery 
(AOTA 2016; Dun et al. 2015). The study raised concerns about occupational therapists' 
awareness of the importance of driving as an enabler of other meaningful activities. Only 
19% of occupational therapists in this study commented about driving being an important 
IADL upon which many other daily routines and functions depend and should be addressed. 
 
Having a psychiatric diagnosis does not automatically mean a client is unsafe to drive, but it 
is important to examine functional status and behaviour and having a robust approach to 
assessment can assist in this (APA 2016; Lavezza and Martin 2006; Kumar and Pickering 
2001). Several studies have found that people with psychiatric illnesses may be at a greater 
risk of involvement in a motor vehicle accident (Hill et al. 2017; Ménard and Korner-
Bitensky 2008).  Therefore, occupational therapists need to consider the driving needs of their 
clients with depression by understanding the role of driving plays as a desired and important 
occupation in the daily lives of their clients (Slater 2014) while simultaneously balancing 
client priorities with appropriate safety and risk assessment. However, in the current study it 
was found that 31% of occupational therapists referred on to other members of the MDT or 
external professionals without completing an initial interview or screening specific to driving 
with the client, nor did they engage in the discussion of clients FtD with other appropriate 
MDT members (Chapter 4).   
5.2.3 Driving and community mobility 
Driving and community mobility are within the occupational therapy scope of practice (Davis 
and Dickerson 2017; AOTA 2016; AOTA 2014) and even occupational therapists without 
advanced training in driving assessment, have relevant knowledge and skills and should 
expect to address FtD at some level during the assessment process if driving is an IADL that 
is meaningful to the client (Slater 2014). Occupational therapists are also internationally 
recognised as being the health professionals with a skill set that is well suited to conduct FtD 
assessments.  However, it is not common practice nationally or internationally for 
occupational therapists to conduct FtD assessment with mental health service users (Carey et 




respondents would direct the client with depression to another discipline or professional for 
FtD issues, 6% considered FtD as an issue for individuals with a physical disability only, 
28% would not offer any advice or intervention related to FtD for clients with depression, and 
troublingly 8% of occupational therapists working in mental health felt that occupational 
therapists working in physical disability were better suited to assess FtD with individuals 
with depression.  However, 35% of respondents reported they would provide some driving-
related advice/education with individuals with depression. The survey did not explore 
clinician reasoning and decision making in-depth, and future research should explore factors 
that occupational therapists consider when deciding whether or not to assess service user FtD. 
All occupational therapists, including those working in mental health settings, are qualified to 
obtain basic information that is relevant to driving and screen for ‘at risk’ drivers (Slater 
2014; Dickerson 2014).  However, this study found that 65% of respondents would not 
provide any driving related advice/education to individuals with depression opting to either 
refer to another discipline or not address the issue at all.   
5.2.4 Slainte agus Tiomaint guidelines 
Occupational therapists have a responsibility to seek information on driving status, history 
and habits when assessing clients (Menard et al. 2012) and also have a role to play in 
educating clients about their obligations as a driver and the possible impact of depression and 
its treatment on FtD (Rowse 2010).  The occupational therapist's role in client education is 
particularly relevant in the Irish context, wherein the absence of mandatory reporting by a 
healthcare professional the onus is on the client to self-disclose any medical condition that 
may impact on their FtD as outlined in the Slainte agus Tiomaint guidelines (RSA 2019). 
Also, occupational therapists have a fundamental role in assessing FtD (Rouleau et al. 2010) 
and determining when a specialist driver assessment may be indicated (Menard et al. 2012).  
However, to fulfil these roles, occupational therapists firstly need to be aware of the current 
Slainte agus Tiomaint guidelines. This study found that only 32% of occupational therapists 
were aware of the guidelines and 82% of respondents reported that they never or only 
occasionally apply the guidelines in clinical practice (Chapter 3).  These figures are 
considerably lower than 95.5% of occupational therapists in the UK who were aware of the 
DVLA fitness to drive guidelines (Hawley 2015).  A pressing clinical priority is the effective 
dissemination of the guidelines to occupational therapists in Ireland, working with clients 
with depression.  A positive finding from this study was that 80% (105/132) of physicians in 




application of the guidelines in practice among the psychiatrists with 72% reporting that they 
never or only occasionally apply the guidelines (chapter 3) 
 
5.2.5 Occupational therapy assessment of fitness to drive (FtD) 
Current, appropriate evaluation and assessment tools directed to gain crucial data must be 
used and correctly administered when addressing FtD (Slater 2014).  This study found that 
58% of respondents in this study (chapter 3) reported that an informal assessment or 
discussion was the most common method of evaluation for clients with depression.  A 
limitation of the study is that no detailed information about what the informal assessment 
consisted of was gathered. A limited number of occupational therapists reported using off-
road assessments with an evidence base related to driving.  The MMSE (Folstein et al., 1975) 
was acknowledged as the most used assessment and the most useful assessment by 
occupational therapists assessing FtD with individuals with depression.  While the MMSE 
has rigorous psychometric properties, it also has limited evidence to predict on-road 
performance (Vrkljan et al., 2011) which is concerning if it is being used to assess or make a 
decision regarding driving ability.  Additionally, it was surprising that 38% (n=36) of 
occupational therapists in this study reported some of the most frequently used and useful 
assessments to assess FtD in individuals with depression were occupational therapy 
assessments typically used in physical rehabilitation settings such as ROM and MMT 
(chapter 4).  Comparable findings were reported by Vrlkjan and colleagues in a study 
reporting assessment approaches with people with schizophrenia (2015). The results of both 
studies raise questions about the appropriateness of the assessment tools being used by 
occupational therapists in their assessment of FtD with individuals with a psychiatric 
diagnosis. Individuals with depression can have accompanying psychomotor retardation and 
difficulty with reaction time, divided attention, reaction to changing speeds when following 
another vehicle, and weaving within the lane (Wickens et al. 2014, Bulmash et al. 2006) 
however none of these specific challenges can be assessed by an MMT or a ROM test.  The 
findings indicate that occupational therapists assessing FtD with clients with a primary 
psychiatric diagnosis may need to use more appropriate or relevant screening/assessment 
tools designed to evaluate the specific challenges service users with mental health difficulties 
may face. It is recommended that any FtD assessment tool selected in practice should have 




et al. 2012). However, no single screening or assessment tool predicts driving fitness even 
those with a specific medical diagnosis (Carey et al. 2018; Vrkljan et al. 2015; Dickerson 
2013; Vrkljan et al. 2011). Furthermore, to date, there has been limited specific guidance as 
to how to proceed when tasked with screening for FtD among individuals with a psychiatric 
diagnosis (Carey et al. 2018; Menard et al. 2012). Studies have highlighted several 
assessment tools that may be more suitable for use in evaluating FtD, although these studies 
were not specifically assessing FtD among clients with depression (Dickerson 2013; Vrkljan 
et al. 2011). Occupational therapists in Sweden identified the Nordic Stroke Driver Screening 
Assessment, the Assessment of Motor and Process Skills (AMPS), Cognistat and Rivermead 
Behavioural Memory Test as the four most common driving assessment methods used to 
assess FtD (Larsson et al. 2007).  An Irish study of pre-driving assessment for individuals 
post -stroke found that occupational therapists used the Test of Everyday Attention (TEA), 
Behavioural Assessment of the Dysexucutive Syndrome (BADS), Motor Free Visual 
Perception Test (MVPT) and the Brain Injury Visual Assessment Battery for Adults 
(biVABA) (Stapleton and Connelly 2010).  A number of authors have suggested that some of 
the assessment tools used with people after stroke may be appropriate in a mental health 
setting given that many psychiatric illnesses have cognitive functioning, psychomotor and 
perceptual deficits (Bulmash et al. 2006; Kumar and Pickering 2001).  A small proportion of 
respondents in the current study would include some assessments such as the AMPS (13%), 
MVPT (12%) and the Rivermead Behavioural Memory Test (28%) in their evaluation of FtD 
with their clients with depression (Chapter 4).  These assessments may be completed in 
addition to a mental state evaluation, including the client’s level of insight and self-awareness 
(Unsworth 2010). The recently developed Saskatchewan Psychiatric Occupational Therapy 
Driving Screen (SPOT-DS) (Carey et al. 2018) requires further testing of its psychometric 
properties.  However, it has been developed as the first comprehensive clinical reasoning 
guide for screening drivers with psychiatric conditions and may be a valuable resource for 
occupational therapists by providing a systematic approach to screening drivers in psychiatric 
settings.  
Other resources such as the Spectrum of Decision Indicators for Driving and Community 
Mobility model and OT-DRIVE (Davis and Dickerson 2017) and the ‘Drive Safe’ initiatives 
(Dun et al. 2015) have also recently been developed to support the clinical reasoning of 




supports are welcome developments as 92% of respondents in this study viewed clinical 
reasoning as central to the decision process related to FtD (chapter 3). 
 
5.2.6 Current practice in Ireland 
Similar to previous research, this study has also highlighted the discrepancies and 
inconsistencies in approaches to assessing FtD among clients with a psychiatric diagnosis.  
While there is an acknowledgement by all health professionals that this is an important area 
and one that needs to be addressed in clinical practice, this study highlights the lack of a 
coordinated approach to the assessment of FtD among all relevant health care professionals. 
Evidence supports multidisciplinary teams (MDT) as the most effective means of delivering a 
comprehensive mental health service (MHC 2006).  A key strength of the MDT is the 
combined expertise of a range of mental health professionals is used to deliver seamless, 
comprehensive care (MHC 2006).  The American Psychiatric Association has said that 
determining FtD should not be the sole responsibility of the Psychiatrist, but that Psychiatrists 
should have a role in advising clients about the potential impact of their illness and treatment 
on driving ability (APA 2016; APA 1995).  Despite 75% of healthcare practitioners in this 
study reporting that the assessment of FtD is important, very few of the respondents were 
actively addressing driving issues in their practice (chapter 3). These findings are similar to 
those of a Canadian study where it found less than half (49.8%) of Psychiatrists reporting that 
they always or often take a driving history and 18.3% never assessing FtD (Menard et al. 
2006).  Langan’s (2009) study of eleven Psychiatrists in Ireland found that all of them 
reported that they did not know the driving status of every patient they reviewed suggesting 
that ascertainment of a client’s driving status does not represent a priority when assessing 
clients. These findings are similar to that of Rouleau et al. (2010) who found that 
Psychiatrists and Occupational Therapists in Canada provided assessments of fitness to drive 
and advice related to driving to only 30% of their patients.  These findings taken together 
indicate a prevalent ‘don’t ask, don’t tell’ philosophy regarding FtD and psychiatric illness in 
Ireland and internationally.  Additional research is needed to explore how best to effectively 
address the reservations health professionals have regarding FtD and psychiatric illness.  
Although doctors are generally expected to advise clients on FtD, the research suggests that 
they often lack the necessary knowledge or training to do so in a comprehensive manner 




psychiatric illness (Wise and Watson 2001).  Studies have shown that psychiatrists tend to 
focus mainly on the impact of medication on FtD (Unsworth et al. 2017; Langan 2009; 
Menard et al. 2006).  Menard et al. (2006) found that Psychiatrists in Canada were cognisant 
of whether a client was currently driving in a quarter of cases and for those clients they were 
more likely to advise on medication impacts versus the effects of psychiatric illness.  Similar 
results reported by Langan (2009) found that psychiatrists in Ireland place a greater emphasis 
on medication-related aspects of a patient’s driving ability and a lesser emphasis on the effect 
of the psychiatric illness on FtD or the provision of cautionary advice to patients on the 
operation of a motor vehicle.  Although the impact of medication on FtD was highlighted as a 
consideration for clinical reasoning by health professionals in this study, impaired cognition 
and decreased concentration, was rated as more influential (chapter 3).  
In contract to the psychiatrist’s focus on medication, occupational therapists tend to focus 
more on the driver’s physical status, cognitive skills, impulsivity levels and driving history to 
help assist in determining FtD among clients with mental health diagnosis (Unsworth et al. 
2017; Vrkljan et al. 2015; Menard et al. 2006).  Menard et al. (2012) also found that 
occupational therapists considered their client’s perception of their driving ability, factors 
impacting their driving ability and identifying goals related to driving.  Only 35% (n=24) of 
occupational therapists in this study provided any driving related advice and education while 
the remainder of respondents would refer to another discipline, considered FtD only 
important for those with a physical or cognitive issue and worryingly 28% did not offer any 
FtD advice or intervention to clients with depression (chapter 4).  While 38% of occupational 
therapists in this study acknowledged the meaning and importance of driving as an 
occupation, findings indicate an inadequate level of engagement in addressing the driving 
needs of individuals with depression among occupational therapists in this study (chapter 4).  
Similarly, Hawley (2015) found while occupational therapists view driving as an ADL and an 
important means of community mobility, they are the health profession more likely to 
identify that an individual may be a driver and not be medically FtD.  They rarely offered any 
driving related advice, opting to take the ‘softly softly’ approach and develop a rapport with 
the client first (Hawley 2015, p. 346). These findings indicate a lack of uptake among 
occupational therapists in addressing driving as a meaningful IADL nationally and 
internationally.  If occupational therapists feel they have a role in driving and psychiatric 




seriously in this area, they need to be more proactive in discussing driving and addressing it 
as part of routine clinical practice.  
The findings specific to occupational therapy were explored in greater detail as occupational 
therapy is recognised as a healthcare profession that has a significant contribution to make in 
the assessment of FtD. While the published research has shown occupational therapists to be 
leaders in FtD assessment with other diagnostic groups such as older drivers and drivers with 
neurological conditions, these advancements are not evidenced in occupational therapy 
practice in mental health. The findings from this study highlight a possible reluctance among 
occupational therapists to proactively engage in this area for many reasons including a lack of 
knowledge and skill and in the absence of guidelines to provide a structure to the assessment 
of FtD specific to clients with a psychiatric diagnosis.  Highlighting these issues is an 
essential first step in recognising the current needs of occupational therapists working in 
mental health if they are to embed this important IADL into their everyday practice.   
5.2.7 Competence and confidence of health professionals 
One of the potential barriers for occupational therapists addressing driving with individuals 
with depression is confidence and competence. The majority of Occupational therapists 
(86%) in this study reported they were not confident in their ability to assess FtD with 
individuals with depression and only 19% reported they felt competent to assess FtD (chapter 
3). Low levels of confidence and competence have also been reported by occupational 
therapists working with other populations such as stroke and dementia in Sweden where 83% 
of respondents reported not having sufficient knowledge around the assessment of FtD 
Larsson et al. (2007).  Competence and confidence appeared to be less of an issue among the 
Consultant Psychiatrists and GP’s, with 43% of psychiatrists and 32% of GP’s reporting not 
being confident in the assessment of FtD for an individual with depression (Chapter 3). Issues 
with poor clinical confidence and competence in this area are not unique to Ireland. A 2015 
study found that 28.3% of driving assessors, including occupational therapists, would refer an 
individual with schizophrenia to another service provider suggesting that some experienced 
driving assessors are not confident in assessing FtD with individuals with schizophrenia 
possibly due to the fluctuating nature of the illness (Vrkljan et al. 2015). 
5.2.8 Further education  
There is a lack of adequate education and training for healthcare professionals regarding 




in this study (Chapter 3) reporting that they would benefit from further education.  This figure 
is similar to 82.8% of Psychiatrists in a Canadian study who agreed they would benefit from 
further education related to the assessment of FtD with individuals with a mental illness 
(Menard et al. 2006). Similarly, a UK study found that 98% of occupational therapists felt 
there was a need for more training on advising on FtD (Hawley 2015).  Most healthcare 
professionals have had little to no exposure to the medical aspects of road safety, and the lack 
of exposure leads most health professionals not even to consider road safety implications of a 
medical condition unless they are directly confronted with a road safety problem even though 
driving is a daily activity for many clients (Dow and Jacques 2012).  Internationally, a lack of 
education on FtD in pre-registration training for health professionals including psychiatrists 
and occupational therapists has been identified (Menard et al. 2006, Hawley and Galbraith 
2010, Larsson et al. 2007).  It is clear from this study that health professionals, including 
occupational therapists, view their pre-registration training as insufficient to support them in 
assessing FtD.  The Royal College of Physicians Ireland (RCPI) has recently developed a 
low-cost post-graduate cert in Traffic Medicine that a small number of occupational 
therapists and physicians have participated in (RCPI 2019).  Going forward, additional basic 
and advanced training in the area of driving and community mobility for all populations, 
including those with a psychiatric diagnosis for all relevant health professional groups should 
be developed. 
5.2.9 Attitudes of healthcare professionals 
Attitudes of healthcare professionals in this study revealed that 47% felt individuals with 
depression were at a greater risk of a motor vehicle accident versus the general population 
which is consistent with a Canadian study which found that 47.5% of Psychiatrists agreed 
that those with mental illness are at a higher risk of being involved in a motor vehicle crash 
than the general population (Menard et al. 2006). However, in the current study, the practice 
did not reflect these opinions, as driving was discussed with only 25% of patients with 
depression. One reason for the low engagement with discussing driving with patients with 
depression may be attributed to the fear of damaging the professional-client relationship.  
Approximately 50% of Psychiatrists and occupational therapists and a considerable 
percentage of GP’s (35%) in this study felt discussing FtD would have an impact on the 
therapeutic relationship.  Doherty et al. (2015) reported that 20% of GPs in Ireland have 
reported losing clients because of driving issues.  Physicians were not viewed as the best 




occupational therapists in the study were relinquishing the role by either not addressing 
driving or referring on to another professional.  Only 25% of Canadian Psychiatrists perceive 
that they are the best profession to assess FtD (Menard et al. 2006), leading to the question of 
which health professional is best suited to assess FtD with individuals that have a psychiatric 
illness?  Occupational therapists and other health care professionals each have a unique role 
to play in the assessment of FtD, and ideally, all professions should work as part of a team to 
ensure the client receives the best service with the most accurate information (RSA 2019).  
However, future research is needed to delineate the roles of each health professional in the 
area of FtD.  Please see table 8 below for the proposed delineation of FtD roles for each 
health professional group.   
Table 8:  Roles and Responsibilities of Health Professionals and FtD 
Health Profession Roles and Responsibilities  
GP’s  • Be aware of the Slainte agus Tiomaint Medical Fitness to Drive 
Guidelines  
• Responsible for the assessment of FtD and sign off on the 
Medical Report Form (D501) 
• Recognise when a specialist referral is required and make 
appropriate referrals 
• Keep up to date on legislation/guidelines 
• Liaise with the MDT as appropriate  
Psychiatrists • Be aware of the Slainte agus Tiomaint Medical Fitness to Drive 
Guidelines as they relate to psychiatric and addictive disorders 
• Know and document the current driving status of clients 
• Discuss FtD with clients related to the impact of their 
psychiatric illness and medication and monitor the impact of 
illness/medication changes on driving ability when required 
• Provide a specialist opinion when re on a client’s FtD and when 
needed a medical report 
• Liaise with the MDT as appropriate 
• Keep up to date on legislation/guidelines 
Occupational 
Therapist- with 
generalist level skills 
related to driving 
assessment/intervention 
• Be aware of the Slainte agus Tiomaint Medical Fitness to Drive 
Guidelines  
• Recognise driving as an important IADL and ensure that is it 
addressed in occupational therapy assessment/interventions 
• Advise clients on the implications of driving with a mental 
health diagnosis 
• Discuss client’s driving needs/goals with other members of the 
MDT 
• Know when to refer for a specialist opinion when required and 
recognise when and if an on-road assessment is indicated 









• Be aware of the Slainte agus Tiomaint Medical Fitness to Drive 
Guidelines  
• Provide comprehensive off-road and on-road assessments and 
make recommendations regarding a client’s FtD ability 
• Liaise with members of the MDT 
• Keep up to date on legislation/guidelines 
Approved Driving 
Instructors (ADI) 
• Be aware of the Slainte agus Tiomaint Medical Fitness to Drive 
Guidelines  
• Consider reports by other health professionals 
• Provide comprehensive on-road assessments regarding a 
client’s driving ability and provide recommendations regarding 
FtD 
• Liaise with members of the MDT 
• Keep up to date on legislation/guidelines 
All Medical 
Practitioners 
• Be aware of the Slainte agus Tiomaint Medical Fitness to Drive 
Guidelines  
• Ultimately responsible under the Slainte agus Tiomaint 
guidelines for FtD decisions 
• Consider reports from other health professionals to inform 
decisions 
• Liaise with other members of the MDT 
• Keep up to date on legislation/guidelines 
 
5.3 Limitations  
The study has several limitations, many of which were identified in chapters three and four. 
The survey relied on snowball sampling which may have introduced sampling bias as 
participants may tend to recommend people that they know well thus it is plausible that the 
participants may share similar traits and characteristics (Dillman et al. 2009). The survey had 
a low response rate which may reflect non-response bias.  The use of a survey also limited the 
opportunity to explore the topic in-depth. Qualitative methods may have allowed a more 
nuanced exploration of the clinical reasoning and clinical practice of health professionals. A 
further possible limitation is that participants may have responses to the survey focussing on 
unipolar or bipolar depression or both.  
5.4 Recommendations for Future Research:  
To date, there has been little research attention to driving for people with mental health 
difficulties, and therefore the topic is under-researched in general.  The findings of healthcare 
professionals in this study echo the international research and support the urgent need for 
further research, education and training in the area of psychiatric illness and FtD as health 




recommendations for future research were identified in chapters three and four including the 
need to research the implications of the recent introduction of restricted licenses on health 
professionals practice and how these may apply to drivers with a psychiatric diagnosis and 
the need to generate practice guidelines on this topic for occupational therapists to support the 
development of occupational therapy clinical practice. Future research should include an 
exploratory qualitative approach with healthcare professionals to determine what clinical 
reasoning strategies they use and the factors that influence their FtD decisions.  Given the 
reliance on informal assessment, it would also be worth exploring those assessment practices 
to understand better how decisions regarding FtD are made.  Additionally, as medical 
practitioners were deemed not to be the best profession to assess FtD in this study, it would 
be worth investigating the various roles that health professionals can play in this area 
especially as the guidelines emphasise that the final determination of FtD is made by a 
medical practitioner (RSA 2019).   
This study focused on healthcare providers as the aim was to ascertain their current 
knowledge, attitudes, and practice, and therefore the client/service user perspective in this is 
absent in this study. Service user involvement in mental health policy, research and practices 
are widely recommended (Wright et al. 2016; Rose 2015) and the involvement of service 
users in research is growing in Ireland as reflected by the Health Research Board 
implementation plan on Public and Patient Involvement in research (HRB 2018). Given the 
focus of this study on health professionals, future research should aim to explore the 
perspective of service users with depression on FtD. While we now know how health 
professions in Ireland attempt to address FtD with individuals with depression we know very 
little about how clients/service users perceive their depression impacts on their driving ability 
or how they would like depression and driving to be addressed by healthcare professionals. 
To the best of our knowledge, there is no qualitative research exploring the driving-related 
experiences of people with mental health difficulties. This is in sharp contrast with the rich 
literature on the driving-related experiences of people with dementia and post-stroke (Liddle 
et al. 2016; White et al. 2012).  Involvement of service users in research can lead to enhanced 
quality of care, a better quality of life, improved relationships between staff and service users, 
enhanced outcomes for service users; and improved outcomes for providers (Wright et al. 




5.5 Recommendations for Clinical Practice and Education & Training  
5.5.1 Clinical practice 
This cross-sectional survey of health professionals working with service users with mental 
health difficulties revealed a discrepancy between their current practices and the FtD 
guidelines, and the international FtD research literature. The Occupational Therapy survey 
revealed that therapists appreciated driving as an occupation and an occupation enabler, 
however, failed to comprehensively assess or intervene to address client needs and goals in 
this area.  
It was found, in this study, that just one-third of occupational therapists provide any driving 
related advice or education to individuals with depression regarding FtD.  The greater 
proportion of occupational therapists were referring to other healthcare and driving 
professionals to address driving issues.  It is time for occupational therapists to become 
advocates of change and raise awareness regarding the issue of driving (Stav 2012).  The first 
paper (chapter 2) was written to help increase knowledge of the new Slainte agus Tiomaint 
FtD guidelines, and to encourage occupational therapists to consider driving within their 
practice and consider the role that occupational therapy can play in driving and community 
mobility.   
Because driving is an IADL within the domain of occupational therapy practice, occupational 
therapists should be able to establish who is a safe driver, who is medically at risk and who 
needs further evaluation by a specialist (Dickerson et al. 2011). Occupational therapists can 
use the same clinical reasoning skills to assess individuals with psychiatric illnesses about 
driving as they do when evaluating those same clients engaging in other IADL and ADL 
activities (Davis 2007). In line with the overall thesis findings, the Assessment of Motor and 
Process Skills (AMPS) which is commonly used in clinical practice in Ireland can be used to 
help determine if a client with a psychiatric illness is suitable to drive or refer for a more 
specialised on-road assessment. The researcher (SB) is currently the Occupational Therapy 
Manager at St Patrick’s Mental Health Service (SPMHS) Dublin and coordinates the 
comprehensive driving service for the organisation.  The AMPS is used as a driving screen 
within the SPMHS Comprehensive Programme and can be completed by any AMPS trained 
occupational therapist within the service.  Any client scoring above 1.0 on the process scale is 
probably safe to drive, a client scoring 1.0 and below on the process scale should be referred 




be encouraged to retire from driving (either permanently or temporarily depending on the 
illness) (Dickerson et al. 2011).  The Bells Test (Gauthier et al. 1989) is a cancellation test 
that is used within the SPMHS driving programme not necessarily for visual sequencing and 
visual neglect as intended.  It is, however, a good test to observe planning, organisation, 
sequencing and, impulsivity and is timed.  The Trail Making Test- B (TMT-B) is a set-
shifting and visual attention task assessment of executive functioning which can be impaired 
in individuals with depression or other psychiatric illness.  The TMT-B is also a good 
assessment of frustration tolerance and in some cases, impulsivity with individuals with a 
psychiatric illness.  Other assessments used in this service include the maze test, a vision test 
and a motor screen if required as many of our clients have intact motor abilities.  Any 
assessment tools chosen should have evidence connecting the assessment to the outcomes of 
driving performance and safety (Classen et al. 2012).  Consideration should be given to the 
amount of time required to administer the assessments as many individuals with psychiatric 
illnesses have attention and concentration difficulties.  However, functional deficits arising 
from illness do not necessarily cause a person to be unable to drive safely (Di Stefano and 
MacDonald 2012).  
Occupational therapist with experience in driving could work with the Association of 
Occupational Therapists in Ireland (AOTI) to create a position paper outlining the 
contribution that occupational therapists can make to the IADL of driving, similar to other 
international professional organisations (AOTA 2016; OTAUS 2015; CAOT 2009), including 
the various roles and responsibilities that occupational therapists can make depending on their 
experience and training, i.e. generalist occupational therapist vs specialist occupational 
therapist (Dickerson and Bédard 2014).  The AOTI and or CORU need to advocate for 
driving assessment to be classified as within the remit of occupational therapists with the 
Road Safety Authority.  Currently, most on-road assessors in Ireland are Approved Driving 
Instructors (ADIs) with no formal training in FtD or the impact of illness, particularly 
psychiatric illness, on driving ability.   
5.6 Education and training 
The majority of health care professionals (83%) reported the need for additional training and 
information related to FtD and depression.  Dun et al. (2015) described how a one-day 
training in NorthWestern Mental Health in Victoria, Australia, was initiated to develop 
driving champions.  This training targeted occupational therapists and aimed to increase 




confidence in screening and educating service users and acting as a resource to the MDT 
(Dun et al., 2015, p. 366).  A similar programme could be developed by health professionals 
in Ireland and rolled out to GP’s, Psychiatrists and primary care and mental health 
occupational therapists. The programme could cover the current Slainte agus Tiomaint 
guidelines, various psychiatric illness and implications for FtD, screening tools and education 
of service users. Additional education and training materials could be developed on an on-
line platform to minimise resource costs associated with education. In Ireland, the Road 
Safety Authority is a statutory organisation created by the Road Safety Act (2006) principally 
funded by the Irish government through the Department of Transport. The RSA has a broad 
remit however education of all sectors of the population is described as a vital part of their 
mission. Occupational Therapists and other health professionals in Ireland could tender the 
RSA for the continuous professional development of health professionals on assessment and 
intervention with medically -at-risk drivers.   
As occupational therapists work across multiple service settings where their clients face 
challenges to continued safe driving, occupational therapists need to be enabled to address 
these driving related issues. Given similarities in approaches to addressing driving regardless 
of diagnosis the provision of generic education and training that is not specific to one 
population but focuses on the needs of the medically-at-risk diver is potentially more cost-
effective and may have a more significant impact on clinical practice than focusing on people 
with depression exclusively. Education focused on the medically-at-risk driver can include 
specific considerations for particular groups of service users, e.g. psychiatric illnesses, 
neurological disorders etc.   
As there is a need for further education and research, it may be beneficial to interview 
occupational therapists who reported that they currently assess FtD with individuals with 
depression about their assessment and intervention practices and this knowledge used to 
develop or update existing screening guidelines which could then be used by generalist 
occupational therapists.   
Occupational therapists working in Ireland have few opportunities to undergo specialised 
training and acquire more experience in the area of driving and community mobility.  Also, to 
maintain proficiency as a driving assessor, it is necessary to complete off-road and on-road 
assessments on a consistent basis. Academic programmes in Ireland could consider including 




well as offering post-graduate certification in driving assessment similar to other countries 
such as Canada and Australia.  
The primary clinical implication of this study is the need to support the translation of FtD 
research evidence and guidelines into clinical practice across professional groups. Significant 
gaps in terms of evidence-based practice have been identified in the professional practice of 
occupational therapists (Boström et al. 2018; Upton et al. 2014; Tomlin and Borgetto 2011). 




Driving is both a meaningful occupation and an enabler of occupation and many conditions, 
including depression, may affect a service user’s ability to continue safe driving.  
This study aimed to examine the current knowledge, attitudes, and practices related to fitness 
to drive (FtD) and depression amongst health professionals in Ireland. This aim was achieved 
through; an overview of the Slainte agus Tiomaint guidelines and a survey of health 
professionals (n=228), (psychiatrists, general practitioners, and occupational therapists), 
current knowledge, attitudes and practices related to FtD and depression.  
The survey revealed a discrepancy between current clinical practice in Ireland and the Fitness 
to Drive guidelines and the international FtD research literature. Although assessment of FtD 
was deemed important by the majority of respondents, routine discussion of driving with 
clients was only reported by a minority of respondents. An overreliance on informal 
discussion or assessment was reported. In line with the existing body of empirical research, 
respondents identified a range of important factors that influence their FtD decision making. 
Varying levels of confidence and competence were self-reported by all professions, with the 
occupational therapy respondents tending to have the lowest levels of self-reported 
confidence and competence in the assessment of fitness to drive. All respondents across the 
three professions reported the need for additional training in the area of assessment of fitness 
to drive. Responses by occupational therapists to the survey revealed a paradox in that they 
identified that driving is an IADL that facilitates independence, aids recovery from 
depression and should be addressed.  However, they infrequently engage in active exploration 




refer on to other members of the multidisciplinary team (MDT) or externally for an on-road 
assessment. 
Occupational therapist involvement in FtD remains an emerging area of practice, and to date, 
the majority of research has focused on older drivers. Driving falls clearly within the 
occupational therapy scope of practice and given the legislative and policy context (Slainte 
agus Tiomaint guidelines) the findings of this study are significant in informing national 
policy and practice in FtD.   
Changes in practice are urgently required. Future research should focus on the effective 
translation of research evidence into clinical practice in this area. The education of health 
professionals on FtD of the medically-at-risk driver needs to be prioritised. Key stakeholders 
including; the Association of Occupational Therapists of Ireland, the Irish National Office for 
Traffic Medicine, the Road Safety Authority and the Irish College of Psychiatrists should 
collaborate on how to foster better pre-registration training and how to deliver effective, 
sustainable, evidence-based continuous professional education/post-qualification training to 
health professionals.    
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Chapter 6:  Conclusion  
 
This thesis aimed to examine the current knowledge, attitudes, and practices related to fitness 
to drive (FtD) and depression amongst health professionals in Ireland.  This aim was 
achieved through; an overview of the Slainte agus Tiomaint guidelines (Chapter 2) which 
outlined the recently published guidelines related to mental health and addiction in Ireland 
and a quantitative survey of health professional’s (n=228, (psychiatrists, general practitioners, 
and occupational therapists), current knowledge, attitudes and practices related to FtD and 
depression (Chapters 3 and 4).  The findings of this research found that there is a gap between 
what is expected of health professionals in Ireland according to the Sláinte agus Tiomáint 
Medical FtD Guidelines and their self-reported knowledge, attitudes and practices. 
Assessment of FtD of individuals with depression is complex and requires health 
professionals to balance multiple, often competing demands such as safety of the individual 
and other road users and the individual's need for independence provided by driving. 
Although respondents broadly agreed that the assessment of FtD is important, they did not 
report routinely addressing driving with the majority of patients with depression. 
Respondents reported a heavy reliance on informal assessment and clinical reasoning in 
determining FtD.   The factors that most influenced their decision making around FtD were: 
impaired cognition, decreased concentration, medication side-effects and suicidal 
ideation/intent.  Occupational therapists identified the mini-mental status exam (MMSE) as 
the most used assessment used to assess FtD with individuals with depression.  Occupational 
therapists also reported that they relinquish the role of FtD by referring to another discipline 
or profession or failing to address it.  The largest percentage of Consultant Psychiatrists and 
occupational therapists felt that addressing driving would have no negative impact on the 
therapeutic relationship while GPs reported concern about the impact on the therapeutic 
relationship. Physicians were not considered the best profession to assess FtD by a significant 
number of respondents. Varying levels of confidence and competence were self-reported by 
all the professions, but the occupational therapists tended to report lower levels than the 
medical professionals.  All respondents reported the need for additional training and 






1. What percentage of your current caseload comprises individuals with depression? 
Less than 15%         
16-30 %       
31-45%       
46-60%       
61-75%       
76-90%       
Greater 90%         
 
2.  The majority of your patients with depression are aged? 
              18-25 years       
              26-65 years       
             Over 65 years       
 
3.  Have you done any specific training related to fitness to drive and individuals with depression? 
Yes       
No        




4.  Do you routinely discuss driving with your patients?  
Yes       
No        
                                        *If you answer no please skip to question 5 
 
4a. If yes with what percentage of your patients with depression do you discuss fitness to drive? 
               Less 25%       
26-50%       
51-75%       
Greater than 76%       
 
4b During discussions with patients with depression about fitness to drive do you often advise?  Please tick all 
that apply. 
Continuing to drive          Yes                      




Driving retirement or cessation          Yes               
Restricting driving (day light driving only, local area driving only)          Yes                
Other (please specify) _____________________         Yes      
 
5.  What factors guide or influence your decision to discuss/assess fitness to drive with a patient with 
depression?  Please rank the five most important in order. 1= most important and 5= least important 
Impaired cognition       
Decreased concentration       
Decreased reaction time       
Increased tiredness/fatigue       
Increased anxiety/agitation       
Suicidal ideation/intent       
Medication side-effects       
History of alcohol abuse or misuse       
History of other substance abuse or misuse      
Loss of interest in pleasurable activities      
Family member raising concerns        
History of driving accidents       
History of driving infractions (penalty points, DUI)     
Other (please specify) __________________     




6. How do you currently assess fitness to drive among patients with depression? Please tick all that apply. 
Discussion/informal assessment with patient       
Formal assessment       
I do not currently assess fitness to drive        
Other (please specify) ______________________________     




7. Are you aware of the new Road Safety Authority and Office of Traffic Medicine Slainte agus Tiomant 
Medical Fitness to Drive Guidelines- Group 1 drivers launched in February 2013?    
Yes       





8.  How rigorously do you apply the Slainte agus Tiomant guidelines in current practice?  
            Never       
            Occasionally       
            Often       
            Very Often       
            Always       




9.  What do you think of the Slainte agus Tiomant Medical Fitness to Drive Guidelines in relation to individuals 
with depression? 
            Overly cautious       
            Cautious       
Just right-neither cautious nor lenient      
            Lenient       
            Very Lenient       




10. Other than Slainte agus Tiomant, what guidelines do you refer to for information related to medical fitness 
to drive and depression? Please tick all that apply.  
Road Safety Authority- Medical Fitness to Drive Guidelines-2010    
Driver Vehicle Licensing Authority (DVLA)       
Austroads       
American Medical Association Guidelines for Medical Practitioners    
None       
Other (please specify) _____________________________     
 
11. Do you currently complete or refer to the following? Please tick all that apply. 
Occupational Therapy off-road (clinical) assessment         
Other discipline off-road (clinical) assessment         
On-road assessment          





12. As a health professional you have to match the risk of continued driving with the implications of 
ceasing or restricting driving.  Please indicate how much you agree or disagree with the statements 








Assessing fitness to drive 
with my patients is 
important 
     
I have a duty of care to my 
patients and the public to 
discuss and assess fitness 
to drive with my patients 
     
Assessing driving would 
have a negative impact on 
the therapeutic relationship 
with a patient.  
 
 








Patients with depression 
are at a greater risk of a 
motor vehicle accident vs. 
the general population  
     
The current information 
and resources related to 
fitness to drive and mental 
illness are sufficient 
     
There is a need for more 
education/training for 
health care practitioners on 
the assessment of fitness to 
drive with individuals with 
depression 
     
Clinical 
reasoning/judgement is an 
important part of the 




overall process in the 
assessment of fitness to 
drive 
Medical Practitioners are 
the most qualified health 
professional to assess 
fitness to drive. 
     
Implications of driving 
with depression are well 
understood within the 
healthcare professions.   
     
Implications of driving 
with depression are well 
understood within the 
general population. 
     
Individuals with depression 
are compliant with medical 
fitness to drive advice. 
     
I am satisfied with my 
current fitness to drive 
assessment processes. 
     
 
13. I am confident in my skills and ability to assess fitness to drive with patients with depression. 
 
Not confident at all   
Slightly confident   
Moderately confident   
Very confident   
Extremely confident   
 
14.  I am competent to assess fitness to drive with patients with depression 
 
Not competent at all   
Slightly competent   
Moderately competent   
Very competent   





15. What is your profession?   
Consultant Psychiatrist       
General Practitioner   
Occupational Therapist   
 
 
     
 Primary Care 
 
 
     
 Mental Health 
Other (please specify) _____________   
16.  What is the nature of your place of work? 
Hospital Based        
Community Based      
Other (please specify) _______________   
 
17. How long have you been practising in your respective profession? 
Less 5 years   
6-10 years   
11-15 years   
16-20 years   
21-25 years   
26-30 years   
31-35 years   
36-40 years   
Greater 41 years   
 






19. What additional education/training needs do you have related to assessing fitness to drive with individuals 




20. What are the possible negative implications of discussing driving with an individual with depression? 
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